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Foreword 


This 25th Semi-Annual Report covers the time period of January through June 2017. In addition 
to its oversight of the employee discipline process within the California Department of 
Corrections and Rehabilitation (CDCR or the department), the OIG also uses a real-time 
monitoring model to provide oversight and transparency in several other areas within the state 
prison system. The OIG publishes the Semi-Annual Report in a two-volume format to allow 
readers to more easily distinguish the various categories of oversight activity. 

Volume II is a summary of the OIG’s monitoring and assessment of the department’s handling of 
critical incidents, including those involving deadly force. It also reports on the department’s 
use-of-force reviews, CDCR’s adherence to its contraband surveillance watch policy, and the 
department’s response to the OIG’s field inquiries. Since each of these activities is monitored on 
an ongoing basis, they are combined into one report that is published every six months in this 
two-volume Semi-Annual Report. 

We encourage feedback from our readers and strive to publish reports that meet our statutory 
mandates, as well as offer all concerned parties a useful tool for improvement. For more 
information about the Office of the Inspector General, including all reports, please visit our 
website at www.oig.ca.gov . 


Robert A. Barton, Inspector General 
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Summary of Other Monitoring Activities 


In addition to the Office of the Inspector General’s monitoring of the employee discipline 
process within the California Department of Corrections and Rehabilitation (CDCR or the 
department) reported in Volume I, the Office of the Inspector General (OIG) also monitors 
critical incidents, use-of-force incidents, and contraband surveillance watch cases, and conducts 
field inquiries. This report summarizes the OIG’s monitoring and tracking activities to provide 
the reader an overview of OIG monitoring activities, and summarizes the monitored incidents in 
the Appendices attached hereto. The report does not directly correlate to the number of incidents 
that occurred within this time frame, but rather reflects the number of incidents the OIG assessed 
and closed for the January through June 2017 reporting period. 

The OIG maintains a 24-hour contact number in each region to receive notifications. The OIG is 
able to respond to any critical incident occurring within the prison system 24 hours per day, 
seven days per week. When timely notified. Special Assistant Inspectors General respond to the 
scene to assess the department’s handling of incidents that pose a high risk for the state, staff, or 
inmates. Sometimes a Special Assistant Inspector General will respond to the scene even when 
the department’s notification was untimely if the OIG believes the nature of the incident warrants 
a response. 

Use of deadly force is the highest monitoring priority among critical incidents. For this reason, 
the department and the OIG handle these cases with a higher level of scrutiny that includes both 
criminal and administrative investigations the Office of Internal Affairs’ Deadly Force 
Investigation Team opens. The OIG monitors these incidents due to the seriousness of the event, 
but not necessarily because misconduct is suspected. These cases are reported in Appendix D2 of 
this Volume of the Semi-Annual Report. The OIG also monitors use of deadly force incidents 
that the Office of Internal Affairs does not investigate and reports these cases in Appendix Dl. 

The OIG also assesses and reports factors leading up to other critical incidents, including the 
department’s response to the incident and the outcome. If appropriate, the OIG makes 
recommendations. These cases are reported in Appendix E. 

The department may place an inmate on contraband surveillance watch when suspecting an 
inmate secreted contraband. The department is required to notify the OIG when placing an 
inmate on contraband surveillance watch. The OIG monitors the department’s use and handling 
of contraband surveillance watch, with special focus on cases exceeding 72 hours, and reports 
these cases in Appendix F. 

Finally, the OIG also provides a process for inmates, CDCR staff, and the public to report 
misconduct or lodge complaints. The OIG examines complaints and assigns staff members to 
address field inquiries regarding the complaints. These cases are reported in Appendix G. 
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Critical Incidents 


The department is required to notify the OIG of any critical incident immediately following the 
event. Critical incidents include serious events that require the department to respond 
immediately, such as riots, homicides, escapes, uses of deadly force, and unexpected inmate 
deaths. The following critical incidents require OIG notification: 

1. Any use of deadly force, including warning shots or strikes to the head with a baton 
and/or impact munitions; 

2. Any death or any serious injury that creates a substantial risk of death or results in loss of 
consciousness, concussion, protracted loss or impairment of function of any bodily 
member or organ, or disfigurement to an individual in the custody or control of the 
department;* 

3. Any death or serious injury to a department employee if it occurs on-duty or has a nexus 
to the employee’s duties; 

4. Any death or serious injury to a parolee or citizen if the death or injury occurs while 
involved with department staff; 

5. Any suicide by an adult individual in the custody or control of the department and any 
suicide or attempted suicide by a juvenile ward or female inmate in the custody or control 
of the department; 

6. All allegations of rape or sexual assault as defined by the Prison Rape Elimination Act 
made by an individual in the legal custody or physical control of the department, 
including alleged staff involvement; 

7. Any time an inmate is placed on or removed from contraband surveillance watch or any 
time an inmate on contraband surveillance watch is transported to a hospital outside of an 
institution; 

8. Any riot or disturbance within an institution or facility that requires a significant number 
of department staff to respond or mutual aid from an outside law enforcement agency; 

9. Any time an inmate is on a hunger strike for more than ten consecutive days, an inmate 
on hunger strike has lost more than 10 percent of his or her body weight, or when an 
inmate on hunger strike is transported to a hospital outside of an institution; 

10. Any incident of notoriety or significant interest to the public; and 

11. Any other significant incident identified by the OIG after proper notification to the 
department. 

After notification, the OIG monitors the department’s management of the incident. The OIG may 
respond to the scene or obtain incident reports and follow up at the scene at a later time, 
depending on the circumstances. The OIG evaluates potential causes of the incident, the 
department’s response, and whether there is possible misconduct or negligence involved. The 
OIG may make recommendations regarding training, policy, or referral for further investigation 
of potential negligence or misconduct. If the OIG believes the hiring authority should refer the 
incident to the Office of Internal Affairs, the OIG monitors the hiring authority’s decision. The 
OIG may monitor an investigation the Office of Internal Affairs opens. Generally, the OIG 


' As used herein, an individual within the custody and control of the department does not include a parolee. 
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reports critical incidents in the current Semi-Annual Report unless reporting the incident could 
jeopardize the investigation. In those instances, the Inspector General may decide to withhold a 
report until the investigation is completed. 

In conjunction with monitoring incidents involving inmate deaths, the OIG typically also reviews 
the department’s Death Review Committee reports. The committee is comprised of department 
nurses and physicians who review and analyze medical records regarding every inmate who died 
while in the department’s custody. The committee determines, among other things, the cause of 
the death, whether the death was preventable, deficiencies in clinical care, and systemic concerns 
and opportunities for improvement.^ The assigned OIG monitor reviews the Death Review 
Committee’s report to assist in determining whether the department’s actions in response to the 
death were sufficient and appropriate. The OIG’s Medical Inspection Unit members also 
evaluate the timeliness of the reporting and provide valuable input to the OIG monitor regarding 
questions on more difficult cases. 

During this reporting period, the OIG completed assessments of 117 critical incidents, reported 
in Appendices D and E. Twenty-six of these incidents involved full investigations of use of 
deadly force. Those 26 incidents are not included in the critical incident statistics, but the OIG’s 
assessments of these incidents are in Appendix D2. The remaining 91 cases pertain to 
uninvestigated deadly force and other critical incidents the OIG monitored, such as warning 
shots. 

The OIG’s rating system considers the department’s actions prior to, during, and after a critical 
incident. The OIG rates each incident on all three phases. Each incident may be sufficient or 
insufficient in more than one phase. Of the 91 critical incident cases, the OIG assessed 42 cases 
as insufficient in at least one of the assessment ratings. In three cases, the department’s actions 
were insufficient in all three phases, before, during, and after the incident. And, 49 cases were 
sufficient in all three phases. The details regarding the assessments are found in the Appendices. 

The OIG relies on the department to provide timely notification of the critical incident so that the 
OIG can timely respond to the scene and properly monitor an incident at the scene. However, 
even when notification is untimely, the OIG still monitors the event by collecting reports and 
conducting follow-up reviews. For cases currently reported in Appendices D1 and E, the 
department failed to provide timely notification of 9 of the 91 critical incidents, which is 
10 percent. Only one of the cases with untimely notification was still assessed as sufficient for all 
three assessment ratings. Two of the nine cases involving delayed notification involved 
discharge of a firearm. In one of these cases, the department delayed two days before notifying 
the OIG that the officer’s neglect of leaving a loaded firearm on a bed at home resulted in the 
shooting and killing of the officer’s one-year-old child. In the second case, an officer allegedly 
negligently discharged a firearm in an observation booth. The department failed to notify the 
OIG until the day after the incident, preventing the OIG from providing real-time monitoring of 
the case. 


^ California Correctional Healthcare Services, Inmate Medical Services Policies and Procedures, Volume I, Chapters 
29.1 and 29.2. 
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The percentage of delayed notifications has improved during the past two reporting periods. 
During the January through June and July through December 2016 reporting periods, the 
department did not provide timely notification to the OIG in 20 percent and 18 percent of the 
cases, respectively. The department’s administration previously agreed to emphasize timely 
notification, and this action seems to be having a positive impact. The OIG looks forward to a 
continuation of this positive trend in timely notifications. 

Crime-Scene Preservation Following Inmate Deaths 

During this reporting period, the OIG noted situations wherein staff members prematurely 
moved inmates’ dead bodies, prompting the OIG to make a new recommendation to the 
department. California Government Code Section 27491.2 provides: 

a) The coroner or the coroner's appointed deputy, on being informed of a death and 
finding it to fall into the classification of deaths requiring his or her inquiry, may 
immediately proceed to where the body lies, examine the body, make identification, 
make inquiry into the circumstances, manner, and means of death, and, as circumstances 
warrant, either order its removal for further investigation or disposition or release the 
body to the next of kin. 

(b) For purposes of inquiry, the body of one who is known to be dead from any of the 
causes or under any of the circumstances described in Section 27491 shall not be 
disturbed or moved from the position or place of death without permission of the coroner 
or the coroner's appointed deputy. Any violation of this subdivision is a misdemeanor. 

Three of the cases the OIG is reporting for January through June 2017 were deemed insufficient 
because staff members moved an inmate’s dead body before the coroner’s authorization to do so, 
thereby compromising the preservation of potentially critical evidence and potentially subjecting 
those involved to misdemeanor criminal charges. In one of these cases, an officer discovered an 
unresponsive inmate in a cell, and officers and nurses initiated life-saving measures without 
success. After a physician declared the inmate dead but before the coroner arrived, a lieutenant 
ordered a nurse to move the inmate’s body to the triage and treatment area. The OIG recognized 
that the department inappropriately moved the inmate’s body before the coroner authorized the 
movement, and the hiring authority provided training to the lieutenant who gave the order. 

In a second case, another officer found an unresponsive inmate in a cell. This inmate’s lips were 
blue, his body was cold to touch, and he exhibited obvious signs of rigor mortis and lividity to 
the extent that both arms were frozen in an upward position away from his body. However, 
officers and nurses initiated life-saving measures, following which they transported the inmate to 
the correctional treatment center. The OIG again identified that officers moved the inmate’s body 
and searched the cell without the coroner’s authorization. The OIG addressed this issue with the 
hiring authority and, although the hiring authority did not agree there was any staff misconduct, 
the hiring authority contacted the coroner and district attorney’s office to coordinate future 
expectations. 

The third case involved another officer who found an unresponsive inmate with a towel wrapped 
tightly around his neck and the cellmate standing in the cell covered in blood. In this case, not 
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only did officers move the deceased inmate’s body without the coroner’s consent, but an officer 
did not adequately control who entered the crime scene, again thereby compromising the 
integrity of any investigation. 

The OIG recommends the department provide training to all custody and medical staff regarding 
the removal of dead bodies without a coroner’s authorization. 

Prison Rape Elimination Act Incidents 

In 2003, the United States Congress passed the Prison Rape Elimination Act (PREA), aimed at 
preventing sexual violence in prison. The California legislature followed suit with the Sexual 
Abuse in Detention Elimination Act in 2005 and the department instituted a PREA policy in 
2006. 

Before July 1, 2015, if an inmate alleged sexual misconduct or assault by a staff member, the 
department’s PREA policy required institutional staff to refer the case to the Office of Internal 
Affairs for investigation. If there were criminal allegations, the department was to refer the case 
to a district attorney’s office. There was no procedure for the institution to perform a preliminary 
inquiry into the allegation. Despite an institution’s referral of an allegation to the Office of 
Internal Affairs, the Office of Internal Affairs routinely denied investigation requests based on its 
belief there was no corroborating evidence or reasonable belief of misconduct. As a result of the 
policy, there were cases in which neither the institution nor the Office of Internal Affairs 
investigated an inmate’s allegations of PREA violations by staff. 

In 2012, the United States Department of Justice issued a final rule in accordance with PREA 
that set national standards for protecting inmates. In order to conform to the national standards, 
the department amended Department Operations Manual Sections 31060, et. seq., 51030.3, 

52050.16.4 through 52050.16.6, and 54040, et. seq., effective July 1, 2015. 

The new policies the department enacted in July 2015 restrict hiring and promoting staff 
members who engaged in sexual violence or sexual misconduct with an inmate and require 
employees to report sexual violence allegations made against them. The department also added 
restrictions to clothed and unclothed body searches. The policies require the department to train 
all staff members regarding preventing, detecting, responding to, and investigating offender 
sexual violence, staff sexual misconduct, and sexual harassment, with additional training for staff 
members who perform specialized roles in the PREA process. Institutions are required to take 
specified preventative measures to minimize staff members incidentally viewing inmates’ 
breasts, buttocks, or genitalia. The policy further requires documentation of any cross-gender 
unclothed body searches. Institutions must more rigorously review inmate housing assignments. 
The policy also provides methods for inmates, staff members, and third parties to report sexual 
abuse and harassment by other inmates or staff members. 

When an inmate reports alleged sexual misconduct, employees are required to respond with 
sensitivity while still taking steps to preserve evidence. The hiring authority will assign a Locally 
Designated Investigator (LDI) to conduct an inquiry. LDIs undergo special training for the role. 
Currently, all institutions have trained LDIs. If information obtained indicates a reasonable belief 
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that staff misconduct occurred, the hiring authority refers the matter to the Office of Internal 
Affairs for investigation. As part of its duties, the OIG monitors cases involving alleged 
staff-against-inmate sexual misconduct. During this reporting period, the OIG has no cases to 
report. 

There are additional requirements for internal and external audits of the process. In the July 
through December 2016 Semi-Annual Report, the OIG reported the findings of audits conducted 
at Wasco State Prison, Mule Creek State Prison, North Kem State Prison, and Folsom State 
Prison. All were found to comply with PREA standards. Pursuant to a multi-state memorandum 
of understanding allowing department PREA-certified auditors to conduct PREA audits, audits 
were also completed at Chuckawalla Valley State Prison and Ironwood State Prison. In January 
2017, the reports issued, reporting both prisons met PREA standards.^ 

Deadly Force Incidents 

CDCR policy mandates that the Office of Internal Affairs’ Deadly Force Investigation Team 
conduct deadly force investigations. Deadly force is “[a]ny use of force that is likely to result in 
death. Any discharge of a firearm other than the lawful discharge during weapons qualification, 
firearms training, or legal recreational use of a firearm, is deadly force.”"* Use of less-lethal force 
methods, such as impact munitions or expandable batons in ways likely to result in death, may 
constitute deadly force. Examples include intentional blows to the head or unintentional blows 
that cause great bodily injury. The Office of Internal Affairs’ Deadly Force Investigation Team is 
described and regulated by Title 15, California Code of Regulations, Section 3268(a)(20), which 
specifically states the Deadly Force Investigation Team need not respond to warning shots that 
cause no injury. Therefore, the Office of Internal Affairs conducts both administrative and 
criminal investigations for deadly force incidents except for warning shots. The Office of 
Internal Affairs will not conduct criminal investigations if an outside law enforcement agency 
conducts the criminal investigation. 

The OIG, however, monitors all deadly force incidents, including warning shots. The 
justification for use of deadly force must be present even for warning shots. The department is 
required to promptly notify the OIG any time CDCR staff use deadly force. When the OIG 
receives timely notice of a deadly force incident, a Special Assistant Inspector General (SAIG) 
immediately responds to the incident scene to evaluate the department’s management of the 
incident. The SAIG also monitors the department’s subsequent deadly force investigation, if 
initiated. The OIG believes on-scene response is an essential element of its oversight role and 
will continue responding to critical incidents involving all potentially deadly uses of force 
whenever feasible. The very nature of such an incident warrants additional scrutiny and review, 
regardless of whether any misconduct is suspected or whether the ultimate result of the force is 
great bodily injury or death. 

The Deadly Force Review Board reviews Deadly Force Investigation Team incidents. An OIG 
representative participates as a non-voting member of this body. The Deadly Force Review 


^ Additional information regarding these audits can be found at http://www.cdcr.ca.gov/PREA/Reports-Audits.html. 
Title 15, California Code of Regulations, Section 3268(a)(9). 
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Board is an independent body consisting of outside law enforcement experts and a CDCR 
executive officer. Generally, after the administrative investigation is complete, an Office of 
Internal Affairs’ special agent presents the case to the Deadly Force Review Board. The Deadly 
Force Review Board examines the incident to determine the extent to which the use of force 
complied with departmental policies and procedures, and to determine the need for modifications 
to CDCR policy, training, or equipment. The Deadly Force Review Board’s findings are 
presented to the CDCR Undersecretary of Operations, who determines whether further action is 
warranted. 

The OIG has always given the highest level of scrutiny to the department’s use of deadly force 
due to the serious implications involved. During this reporting period, the OIG closed a total of 
45 potentially deadly force incidents. These include intentional uses of lethal weapons, 
unintentional blows to the head, warning shots, and other uses of foree that could have or did 
result in great bodily injury or death. Each incident is summarized in Appendix D, which is 
broken into two categories. Appendix D1 contains cases the OIG monitored but to which the 
Office of Internal Affairs did not respond. There are 19 such cases for this period. Cases that the 
Office of Internal Affairs investigated and the OIG monitored are reported in Appendix D2. 
There are 26 such cases for this reporting period. The number of cases being reported does not 
correlate with the actual number of times the Office of Internal Affairs responded to the seene 
during this reporting period as the OIG only reports a case once all activity is completed. 

Of the 26 cases being reported in Appendix D2, the Office of Internal Affairs responded to the 
scene in 19 cases. In 17 of the 19 cases, as well as in one case where the Office of Internal 
Affairs did not respond to the scene, the Deadly Force Investigation Team conducted both 
criminal and administrative investigations. 

The department timely and adequately notified the OIG in all but one of the Deadly Force 
Investigation Team cases reported in Appendix D2. 

Negligent Firearm Discharge Incidents 

The OIG previously reported concerns regarding an alarming number of incidents involving 
unintentional discharges of a lethal weapon. During the January through June 2016 and July 
through December 2016 reporting periods, the OIG reported 9 and 14 cases, respectively. 

During the January through June 2017 reporting period, the OIG is reporting 16 such cases, the 
details of which are in Appendices D1 and D2. 

Nine of the sixteen cases currently being reported involve discharges that occurred during 
weapons safety checks or while attempting to otherwise make the weapon safe, such as 
attempting to clear or secure the weapon. Two of these nine incidents occurred during training, 
one of which involved remedial training. Some of these incidents occurred while at a training 
range while others occurred indoors. The other seven incidents involved negligent discharges at 
times other than during weapons safety checks. 
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During the July through December 2016 reporting period, the OIG reported two incidents 
involving the “press-check” maneuver, which consists of inserting an ammunition magazine into 
the weapon and pulling back on the slide to visually and physically inspect the chamber for the 
presence of ammunition. During the January through June 2017 reporting period, the OIG is 
once again reporting two such incidents, both of which are included in the nine incidents 
referenced above. 

In one such case, an officer errantly placed his finger on the trigger of a semi-automatic handgun 
and negligently fired a round inside an observation booth. The round penetrated a wooden rack, 
struck a Mini-14 rifle that was inside the rack, and came to rest at a steel wall behind the rack. 
Fortunately, there were no injuries. 

In the second case being reported, a sergeant dropped a semi-automatic handgun and tried to 
grab the weapon as it was falling. As the sergeant caught the weapon, the sergeant discharged a 
round, which struck the cement and fragmented. The incident occurred at the armory and again, 
there were no injuries. 

In the July through December 2016 report, the OIG reported an incident involving an officer 
who, after completing qualification training, cleaned the weapon and realized he had not 
conducted a proper check of the weapon. Not realizing he had inserted a loaded magazine into 
the weapon, the officer pulled the trigger, causing the weapon to discharge into the ground. The 
OIG is once again reporting a similar incident wherein a sergeant failed to notice she inserted a 
magazine into the weapon after cleaning it during remedial training. The sergeant shot herself 
but fortunately sustained only minor injury. 

Another incident involved a control booth officer who discharged a Mini-14 rifle in a control 
booth while practicing sight alignment with a loaded weapon. Yet another incident occurred 
when an officer discharged a handgun in an observation area overlooking a dining facility where 
inmates were eating. The OIG reported a similar incident in the July through December 2016 
reporting period involving a firearm discharge inside a classroom with several other people 
present. 

In 9 of the 16 cases being reported in the January through June 2017 report, the Office of Internal 
Affairs conducted an administrative investigation. In all nine cases, the hiring authority sustained 
the allegations pertaining to negligent discharge. The penalties ranged from a letter of instruction 
to dismissal. In the case in which the officer was dismissed, there was other misconduct alleged, 
including dishonesty. In two cases, the hiring authority issued letters of reprimand, and in one 
case, the hiring authority issued a letter of instruction. In three cases, the hiring authority issued 
salary reductions, and in two cases, suspensions. 

In the July through December 2016 report, the OIG referenced a report The Office of the 
Inspector General for the County of Los Angeles issued in December 2015 addressing a similar 
problem in the Los Angeles County Sheriff’s Department.^ The Office of the Inspector General 
for the County of Los Angeles conducted a study and found a substantial increase in unintended 


^ Walter Katz, Deputy Inspector General, Assessing the Rise in Unintended Discharges Following the Sheriff s 
Department’s Conversion to a New Handgun (December 2015). 
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discharges between 2012 and 2015, during which time the department transitioned to a new 
weapon. The Office of the Inspector General for the County of Los Angeles found the Sheriff’s 
Department training inadequate but also found that, despite training, some of the discharges were 
attributable to officers failing to follow basic training to keep the index finger off the trigger until 
ready to fire. Another reason was the lack of a safety mechanism on the new weapons. 

Although there were some injuries, it is extremely fortunate that there were no deaths as a result 
of the incidents the OIG is currently reporting. Several incidents occurred either during training, 
including remedial training, or while the staff member was trying to make the weapon safe. The 
department’s Deadly Force Review Board previously encouraged the department to examine the 
appropriateness of the press-check practice. Since not all of the incidents the OIG is currently 
reporting involved the press-check maneuver, it appears there are other possible problems that 
need to be addressed. 

In its July through December 2016 report, the OIG recommended the department take action to 
address the high rate of negligent discharge incidents. As is being reported in the Volume II 
Recommendations section at the end of this report, in response to the OIG’s recommendation, 
the department is taking steps to address the problem of negligent firearm discharges. The cases 
the OIG is currently reporting reinforce the need for these actions. The OIG is encouraged by the 
department’s response to the OIG’s recommendations and, due to the potential serious 
consequences, urges the department to expeditiously follow through with its plan. 
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Use-of-Force Monitoring 


The OIG monitors the department’s evaluation of staff uses of force and reports its findings 
semi-annually. The OIG’s monitoring process includes attending Institutional Executive Review 
Committee (lERC) meetings at the Division of Adult Institutions and Institutional Eorce Review 
Committee (IFRC) meetings at the Division of Juvenile Justice, where hiring authorities review 
and evaluate every use-of-force incident for compliance with policy. As part of its oversight 
process, the OIG analyzes the department’s reports and its reviews, and may make 
recommendations to the department regarding use-of-force policies and procedures. 

Any departmental employee who uses force, or who observes another employee use force, is 
required to report the incident to a supervisor and submit a written report prior to being released 
from duty. The accuracy and completeness of the report is crucial because the department 
conducts a multi-tiered review process of the submitted reports. 

A Deputy Inspector General reviews reports and other evidence related to a use-of-force incident 
and attends the review committee meetings at all institutions. The OIG developed and designed a 
monitoring tool to enable the OIG to more accurately track and report on types and frequency of 
force and injuries, as well as to identify pertinent or troubling trends and to provide more 
valuable feedback to the department and its public safety stakeholders. This tool enables the OIG 
to collect more detailed information regarding force used, injuries resulting from the use of force, 
inmate allegations of unreasonable force, and the review committee meeting itself. The OIG 
monitors the department’s compliance with policies and procedures regarding the use of force, as 
well as subsequent activities, including the review process. 

The OIG attends as many use-of-force committee meetings as resources allow, but no less than 
one meeting each month at each prison, juvenile facility, and parole region. During this reporting 
period, the department reported conducting 861 use-of-force review committee meetings. Of 
those, the OIG attended 822 review committee meetings, which is 95 percent. In addition, the 
OIG attended 19 Department Executive Review Committee meetings and 2 Division Eorce 
Review Committee meetings, which are discussed below. The OIG is striving for 100 percent 
attendance at all use-of-force review committee meetings. 

When appropriate, the OIG recommends the hiring authority refer an incident to the Office of 
Internal Affairs for investigation or approval to take disciplinary action without an investigation 
if there is sufficient evidence already available. If the OIG does not agree with the hiring 
authority’s decision, the OIG may confer with higher level department managers. If the OIG 
recommends an investigation, the OIG monitors and reports the department’s response. 


Semi-Annual Report Volume II January-June 2017 


Page 10 


Office of the Inspector General 


State of California 





Use-of-Force Meetings Attended and Incidents 
Reviewed 


During this reporting period, the OIG monitored and closed 3,936 unique use-of-force incidents 
and allegation reviews.^ All of the incidents discussed in the sections that follow pertain solely to 
those cases the OIG closed during this reporting period. In some instances, the review committee 
may decide to defer a case for further information or clarification. The information contained in 
this report does not include deferred cases since there are no final determinations for such cases. 

Before attending a use-of-force meeting, the OIG reviews and evaluates all departmental reports 
and reviews completed. Department reviewers at each level of review are tasked with evaluating 
reports, requesting clarifications, identifying policy deviations, and determining whether the use 
of force was within applicable policies, procedures, and laws. The levels of review are; (1) the 
initial review the incident commander conducts; (2) the first level management review a captain 
conducts; (3) the second level management review an associate warden conducts; and (4) the 
final review where the use-of-force review committee reviews the matter, with the warden, 
superintendent, chief, or regional parole administrator, or designee, making the ultimate 
determination. The OIG monitors the review process and raises concerns, if any. The OIG may 
recommend clarification if reports are inconsistent or incomplete, and confers with the 
committee. Through this process, the OIG independently concludes whether the force used 
complied with policies and procedures, and whether the review process was thorough and 
meaningful. Table 1 illustrates the cases the OIG closed, by division within CDCR. 

Table 1; Number of Separate Use-of-Force Incidents Reviewed, by Division 


Division 

Number of Incidents Reviewed 

Division of Adult Institutions 

3,651 

Division of Juvenile Justice 

255 

Division of Parole Operations 

26 

Office of Correctional Safety 

4 

Total 

3,936 


Through involvement at the use-of-force meetings, the department followed OIG 
recommendations to prescribe additional training, pursue employee discipline, obtain additional 
factual clarifications, or make policy changes in 336 individual cases (9 percent). 


® Allegation reviews involve reviews of inmate allegations of unnecessary or excessive use of force, by inmate 
appeal or statements to staff members, that are not directly connected with an incident and, therefore, do not have an 
incident number assigned. The lERC is required to review the allegations. 
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Department Executive Review Committee 


Pursuant to California Code of Regulations, Title 15, Section 3268(a)(19) and the Department 
Operations Manual, Sections 51020.4 and 51020.19.6, the Department Executive Review 
Committee (DERC) is a committee of staff selected by and including the Associate Director of 
the respective mission-based group of institutions. The DERC has oversight responsibility and 
final review authority over the Institution Executive Review Committees. The DERC is required 
to convene and review the following use-of-force incidents: 

• Any use of deadly force; 

• Every serious injury or great bodily injury; 

• Any death. 

The DERC also reviews those incidents referred to the DERC by the lERC Chairperson or 
otherwise requested by the DERC. In the past, the DERC has also reviewed incidents referred by 
the OIG. The OIG assigns a Deputy Inspector General to monitor DERC reviews. 

CDCR’s Division of Adult Institutions comprises four mission-based disciplines: Reception 
Centers; High Security; General Population; and Female Offender Programs and 
Services/Special Housing.^ During this reporting period, all four missions held a total of 19 
DERC meetings during which they reviewed 48 incidents. The number of incidents reviewed by 
mission is: 

• High Security - 20 incidents 

• Reception Center - 12 

• General Population - 2 

• Female Offender Programs and Services/Special Housing - 14 

In addition, the Division of Juvenile Justice conducted two Division Force Review Committee 
(DERC) meetings during which they reviewed ten incidents. The DERC is similar to the Division 
of Adult Institutions DERC because they also have oversight responsibility and final review 
authority of the institutional level force review committees at all Division of Juvenile Justice 
facilities. The OIG attended 19 DERC and 2 DERC meetings. 

During this reporting period, the OIG found that an additional 41 cases met the criteria for 
DERC review but the department did not conduct the review: 24 in the High Security mission; 8 
in the General Population mission; 7 in the Reception Center mission; and 2 in the Female 
Offender Programs and Services/Special Housing mission. The Female Offender Programs and 
Services/Special Housing mission includes the Community Correctional Facilities. The OIG 
recommended the DERC review an additional 29 incidents where inmates suffered serious injury 
or great bodily injury, including 1 case where deadly force was used. The case involving the use 
of deadly force involved a three-on-one inmate attack with inmate-manufactured weapons. The 
attack stopped after a counselor deployed a grenade and an officer fired one shot for effect from 


^ All of the female institutions are part of this mission, as well as the California Medical Facility, the California 
Health Care Facility, Folsom State Prison, and the Community Correctional Facilities. 
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a Mini-14 rifle. There were no injuries as a result of the incident. The use of force was found to 
comply with policy, and the OIG concurred. 

Types of Force 

A single incident may involve different types of force and more than one use of force depending 
on the circumstances. For example, during a riot, officers may use chemical agents, expandable 
batons, less-lethal force, and lethal force to address varying threats as the riot progresses. 

The department also distinguishes between immediate and controlled use of force. Departmental 
policy defines immediate use of force as the force used to respond without delay when there is an 
imminent threat to institution or facility security or the safety of persons. Employees may use 
immediate force without prior authorization from a higher official. Controlled use of force is the 
force used in an institution or facility setting when an inmate’s presence or conduct poses a threat 
to safety or security and the inmate is located in an area that can be controlled or isolated. 
Controlled uses of force must also be video recorded. These situations do not normally involve 
the immediate threat of loss of life or immediate threat to institution security. In January 2016, 
the department revised its policy to require the use of controlled force if the sole purpose of 
using force is to gain compliance with a lawful order. All controlled use-of-force situations 
require the authorization and presence of a first- or second-level manager or, during non-business 
hours, an Administrative Officer of the Day (AOD). Staff must make every effort to identify 
disabilities, including mental health concerns, and note any accommodations that may need to be 
considered when preparing for a controlled use of force. 

Use-of-force review committees evaluate the types of force used and whether involved staff 
members complied with use-of-force and related policies. Some of the factors evaluated include 
the decontamination of inmates following pepper spray exposure, video-recorded interviews, 
inmate escorts post-incident, and completion of documentation. In the vast majority of cases, the 
type of force used is appropriate for the situation and does not become an issue for discussion. 

During this reporting period, staff contributed to the need for force in 65 of the 3,936 incidents 
closed, which is approximately 2 percent of the cases. While there were varying reasons staff 
contributed to the need for the use of force, the main reasons were:^ 

1. Initiating an immediate use of force when there was no threat or when a controlled use of 
force was appropriate (27 incidents); 

2. Improperly opening or failing to secure a cell door or food port, or releasing an inmate 
(15 incidents); and 

3. Failing to de-escalate a situation (8 incidents). 

In four incidents, staff members initiated the incident. In one case, a visual recording captured an 
officer verbally challenging an inmate. In a second incident, an officer argued with and used 
profanity toward an inmate. In a third case, an officer grabbed an inmate’s wrist before verbally 
ordering the inmate to submit to handcuffs. In the fourth case, an officer reopened a cell door 


* Staff may have contributed to the need for the use of force for more than one reason in the same incident. 
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after an inmate made a comment to him as he was being let into his cell. Some other reasons staff 
contributed to the need for force included ordering an inmate to submit to a medical examination 
that was not required, failing to listen to an inmate’s complaint of pain, or not allowing the 
inmate to eat for the proper length of time. 

Table 2 reflects the numbers of cases where staff contributed to the need for force. 


Table 2; Staff Contribution to the Need for Force, by Division 


Division 

Total 

Use-of-Force 

Incidents 

Incidents Where Staff 
Contributed to the 

Need for Force 

Percentage 

Division of Adult Institutions 

3,651 

57 

1.6% 

Division of Juvenile Justice 

255 

6 

2.4% 

Division of Adult Parole 

26 

2 

7.7% 

Office of Correctional Safety 

4 

0 

0% 

Total 

3,936 

65 

1.7% 


In nine cases, the department imposed disciplinary action, and in one case, the hiring authority 
referred the matter to the Office of Internal Affairs. The OIG concurred with these 
determinations. The department provided training or counseling in 50 cases, and the OIG 
concurred. The hiring authority did not take any action in five cases, and the OIG disagreed in all 
five. In four of those cases, the OIG disagreed with the hiring authority’s finding that the actual 
use of force complied with policy. In the fifth case, the hiring authority found the actions prior to 
the use of force to comply, but the OIG disagreed. Overall, the OIG concurred in over 92 percent 
of the cases. 

Inmates alleged staff violated policies and procedures, or made statements that could be 
interpreted as allegations of staff misconduct, in 656 of the 3,936 cases the OIG closed during 
this reporting period, which is 17 percent. This is an increase over the 14 percent reported during 
the last reporting period. 

Apart from inmate allegations, the OIG found that staff used immediate force when no force was 
justified in 70 of the 3,936 incidents, which is less than 2 percent. The vast majority of these 
incidents involved the use of physical force or pepper spray when there was no imminent threat 
or when a controlled use of force should have been initiated. Three cases involved accidental 
discharge of pepper spray. In one case, an officer fired a pepper ball launcher when there was no 
threat and in another case, an officer fired a less-lethal round instead of initiating a controlled use 
of force. Table 3 on the following page outlines the number of cases by division where 
immediate force was not justified. 
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Table 3; Immediate Force Not Justified, by Division 


Division 

Total 

Use-of-Force 

Incidents 

Incidents Where 
Inunediate Force 

Not Justified 

Percentage 

Division of Adult Institutions 

3,651 

56 

1.5% 

Division of Juvenile Justice 

255 

14 

5.5% 

Division of Adult Parole 

26 

0 

0% 

Office of Correctional Safety 

4 

0 

0% 

Total 

3,936 

70 

1.8% 


Frequency of Use of Force as an Early-Warning 
System 

The OIG provides wardens with regular reports that show the frequency of force in specific 
locations and with specific staff For example, during the January through June 2017 reporting 
period, the OIG identified 14 officers at 7 different institutions who were involved in ten or more 
use-of-force incidents. The highest number of incidents in which any officer was involved was 
14 incidents. Two officers were each involved in 14 incidents, each officer at a different 
institution. All 14 incidents at each institution occurred on the same facility. One of these 
officers was also involved in 19 use-of-force incidents reported in the July through December 
2016 reporting period. Although the number of incidents involving the same officers is less than 
reported during the July through December 2016 reporting period, there are still several officers 
involved in multiple use-of-force incidents, and many of them are involved in the same incidents. 
While there could be many explanations for officers to be involved in multiple uses of force, this 
report is primarily used as a tool for the wardens to determine if there are potential areas for 
improvement or to identify risks as it relates to use of force. 

Another example of how this report and communication with the wardens has benefited the 
institutions is illustrated when OIG reported that three officers with the highest number of 
incidents at the same institution were working on the same facility. The facility, which has mi 
inmate population in the Enhanced Outpatient Program (EOP), tended to have frequent inmate 
fights, resulting in the need for force. The OIG met with the hiring authority at this institution 
regarding the large number of incidents involving the same officers. The hiring authority was 
aware of the concerns but still appreciated the report and communication. It is important to note 
that the uses of force were found to comply with policy and, in the majority of cases, the OIG 
concurred with the department’s review. The OIG maintains an open dialogue with the 
department to communicate concerns and trends, and to assist in determining whether a 
particular post or person is potentially at risk. 
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Division of Adult Institutions 


Within the four mission-based disciplines under the Division of Adult Institutions, 126,848 inmates 
were under the department’s in-state supervision as of June 30, 2017.^ Of the 3,936 total use-of-force 
incidents the OIG closed this period, 3,651 occurred within the Division of Adult Institutions. 

Table 4A on the next page reflects the number of incidents the OIG closed within the adult 
institutions during this reporting period. In addition. Table 4B is a separate table for the 
Community Correctional and Out-of-State Facilities, and Table 4C shows the total numbers. The 
numbers listed in the column titled “Applications of Force” reflect the numbers of types of uses 
of force per incident rather than the total number of applications of force. For example, if pepper 
spray is used three times in one incident, the table only reflects the use of pepper spray once. 
However, if multiple types of force are used, such as a baton and pepper spray, those 
applications are reflected as separate applications. 

As the table reflects, California State Prison, Corcoran had the highest number of incidents and 
applications of force during this reporting period, with 283 incidents reviewed and 379 
applications of force in conjunction with those incidents. California State Prison, Sacramento 
also reviewed 283 incidents, but with 349 applications of force. California State Prison, Los 
Angeles County had the second highest number of incidents reviewed, with 247 incidents 
reviewed, and the second highest applications of force, with 375 applications of force. 

On the other hand, Chuckawalla Valley State Prison had the fewest number of incidents 
involving the use of force, with four incidents reviewed and four applications of force. The 
second fewest incidents occurred at California City Correctional Facility, where the OIG 
reviewed seven incidents involving nine applications of force. 

Many variables and conditions can impact any use-of-force incident and, therefore, any 
conclusions drawn based on this information should be weighed carefully. Factors include the 
mission, level, and population of the prison, the number of participants, number of responders, 
accuracy and efficacy of certain force choices, and even weather conditions, since wind may 
make chemical agents ineffective. This information may be useful, however, in evaluating the 
possible need for training at particular prisons or identifying areas that may need closer scrutiny 
so that frequent uses of force do not become commonplace and, consequently, ignored to the 
detriment of officers or inmates in need of assistance. 


* CDCR data is derived from: 

http://www. cdcr. ca.gov/ReportsJiesearch/Offender^nformation_Services_Branch/Monthly/TPOP I A/TPOPl Adi 70 
6.pdf. 
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Table 4A; Incidents Reviewed and Frequency of Force within the Division ofAdult Institutions ^^ 


Institution 

Identifier 

Institution 

Incidents 

Reviewed 

Appiications 
of Force 

Chemical 

Agents 

Physical 

Less- 

Lethal 

Force 

Expandable 

Baton 

Other/Non- 
Con ventional^^ 

Lethal 

Force, 

Including 

Warning 

Shots 

RJD 

R. J. Donovan Correctional Facility 

143 

157 

46% 

35% 

11% 

8% 

0% 

0% 

WSP 

Wasco State Prison 

134 

184 

60% 

24% 

11% 

4% 

0% 

0% 

NKSP 

North Kern State Prison 

114 

140 

52% 

19% 

24% 

5% 

1% 

0% 

CMC 

California Men's Colony 

95 

87 

44% 

52% 

0% 

5% 

0% 

0% 

SQ 

San Quentin State Prison 

95 

163 

47% 

15% 

27% 

10% 

1% 

1% 

CCC 

California Correctional Center 

63 

81 

40% 

32% 

10% 

17% 

0% 

1% 

DVI 

Deuel Vocational Institution 

44 

62 

50% 

29% 

0% 

21% 

0% 

0% 

CIM 

California Institution for Men 

40 

52 

54% 

27% 

12% 

6% 

2% 

0% 

see 

Sierra Conservation Center 

38 

51 

76% 

18% 

4% 

2% 

0% 

0% 

CRC 

California Rehabilitation Center 

23 

28 

57% 

39% 

0% 

4% 

0% 

0% 

COR 

California State Prison, Corcoran 

283 

379 

43% 

32% 

13% 

7% 

4% 

0% 

SAC 

California State Prison, Sacramento 

283 

349 

47% 

34% 

11% 

6% 

2% 

0% 

LAC 

California State Prison, Los Angeles 
County 

247 

375 

50% 

21% 

19% 

8% 

1% 

0% 

KVSP 

Kem Valley State Prison 

215 

335 

65% 

13% 

19% 

3% 

0% 

0% 

SVSP 

Salinas Valley State Prison 

209 

276 

56% 

21% 

20% 

3% 

0% 

0% 

CCI 

California Correctional Institution 

159 

256 

70% 

11% 

13% 

6% 

1% 

0% 

HDSP 

High Desert State Prison 

125 

188 

57% 

20% 

14% 

5% 

2% 

3% 

SATF 

California Substance Abuse 

Treatment Facility 

122 

163 

46% 

24% 

25% 

4% 

1% 

1% 

PBSP 

Pelican Bay State Prison 

50 

73 

42% 

25% 

21% 

11% 

1% 

0% 

CAC 

California City Correctional Facility 

7 

9 

33% 

44% 

0% 

22% 

0% 

0% 

MCSP 

Mule Creek State Prison 

176 

220 

50% 

37% 

7% 

5% 

0% 

0% 

CAL 

Calipatria State Prison 

126 

160 

55% 

9% 

33% 

3% 

1% 

0% 

SOL 

California State Prison, Solano 

73 

90 

51% 

36% 

9% 

4% 

0% 

0% 

CEN 

Centinela State Prison 

64 

87 

57% 

17% 

14% 

9% 

1% 

1% 

PVSP 

Pleasant Valley State Prison 

49 

71 

61% 

25% 

10% 

4% 

0% 

0% 

ISP 

Ironwood State Prison 

32 

39 

49% 

21% 

15% 

13% 

3% 

0% 

ASP 

Avenal State Prison 

20 

26 

73% 

15% 

0% 

8% 

4% 

0% 

CTF 

Correctional Training Facility 

18 

21 

52% 

38% 

0% 

10% 

0% 

0% 

VSP 

Valley State Prison 

12 

14 

21% 

71% 

0% 

0% 

7% 

0% 

evsp 

Chuckawalla Valley State Prison 

4 

4 

75% 

0% 

0% 

25% 

0% 

0% 

CCWF 

Central California Women's Facility 

144 

189 

47% 

47% 

2% 

3% 

2% 

0% 

CHCF 

California Health Care Facility 

131 

157 

18% 

71% 

0% 

7% 

4% 

0% 

CMF 

California Medical Facility 

94 

115 

55% 

32% 

0% 

12% 

1% 

0% 

CIW 

California Institution for Women 

61 

64 

25% 

61% 

0% 

8% 

6% 

0% 

FSP 

Folsom State Prison 

37 

60 

55% 

18% 

18% 

8% 

0% 

0% 

Total 


3,530 

Incidents 

4,725 

Applications 

51% 

Average 

30% 

Average 

10% 

Average 

8% 

Average 

1% 

Average 

0% 

Average 

CDCR Mission: Reception Center High Security General Population Female Offender/Special Housing 


This data is based upon the number of use-of-force incidents the OIG closed during this reporting period. 
Other/Non-conventional Force includes hand-to-hand combat, use of a shield to apply force, use of an available 
force tool in an unconventional manner (for example, striking with a chemical agent canister), or other force that 
utilizes techniques or instruments not specifically authorized in policy, procedure, or training. 
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Table 4B; Incidents Reviewed and Frequency of Force within the Division of Adult Institutions 

(Community Correctional Facilities and Out-of-State Facilities)^^ 


Institution 

Identifier 

Institution 

Incidents 

Reviewed 

Appiications 
of Force 

Chemicai 

Agents 

Physicai 

Less- 

Lethal 

Force 

Expandable 

Baton 

Other/Non- 
Con ventional 

Lethal 

Force, 

Including 

Warning 

Shots 

TCCF 

Tallahatchie County Correctional 
Facility 

44 

48 

85% 

6% 

8% 

0% 

0% 

0% 

LPCC 

La Palma Correctional Center 

39 

43 

70% 

23% 

5% 

0% 

2% 

0% 

DMCCF 

Delano Modified Community 
Correctional Facility 

22 

26 

46% 

19% 

23% 

12% 

0% 

0% 

SMCCF 

Shatter Modified Community 
Correctional Facility 

7 

7 

86% 

14% 

0% 

0% 

0% 

0% 

FCRF 

McFarland Female Community 
Reentry Facility 

6 

6 

33% 

67% 

0% 

0% 

0% 

0% 

TMCCF 

Taft Modified Community 
Correctional Facility 

3 

4 

25% 

75% 

0% 

0% 

0% 

0% 

DVMCCF 

Desert View Modified Community 
Correctional Facility 

0 

0 

0% 

0% 

0% 

0% 

0% 

0% 

Totai 


121 

Incidents 

134 

Appiications 

49% 

Average 

29% 

Average 

5% 

Average 

2% 

Average 

0% 

Average 

0% 

Average 


Table 4C; Incidents Reviewed and Frequency of Force within the Division of Adult Institutions 

(Total Division of Adult Institutions) 


Incidents 

Reviewed 

Applications 
of Force 

Chemical 

Agents 

Physical 

Less- 

Lethal 

Force 

Expandable 

Baton 

Other/Non- 
Convention al 

Lethal Force, 
Including 
Warning Shots 

3,651 

Total 

Incidents 

4,859 

Total 

Applications 

52% 

30% 

10% 

7% 

1% 

0% 

Average 

Average 

Average 

Average 

Average 

Average 


In addition to tracking types of force, the OIG now also tracks common locations where 
use-of-force incidents occurred at each institution. Twenty-seven locations statewide had 
between 20 and 51 use-of-force incidents. The location with 51 incidents was a school area at a 
juvenile facility. One institution had 42 incidents on the same yard, and a second institution had 
30 incidents on the same yard. A total of 17 of the “hotspot” locations were yards and 7 were in 
housing units, including 1 administrative segregation unit, which had 27 incidents. 


Additionally, the program type with the highest number of incidents was the Sensitive Needs 
Yard program at three institutions.^^ The two highest numbers of incidents occurred at 
institutions with level I-IV Sensitive Needs Yard programs. The third highest number of 
incidents occurred at an institution with level III and IV Sensitive Needs Yard programs. The 
fourth highest number of incidents was in the general population at one institution, with the fifth 
highest number of incidents at a juvenile facility. The number of incidents for all of these 
location program types ranged from 107 to 147 incidents. 


The OIG started monitoring the Community Correctional Facilities use-of-force incidents on September 13, 2016. 
Sensitive Needs Yards house inmates with protective custody needs, such as inmates who have been victims of 
attack, sex offenders, inmates with drug debts, or inmates seeking safety during their incarceration. More 
information can be found at http://www.cdcr.ca.gov/Blueprint-Update-2016/An-Update-to-the-Future-of-Califomia- 
Corrections-Januarv-2016.pdf . 
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The OIG also monitors when inmates die or suffer serious or great bodily injury'"* as a result of 
force used. Of the 3,936 incidents the OIG closed between January and June 2017, 58 incidents 
resulted in serious bodily injury, 1 incident resulted in great bodily injury, and one inmate died 
following the incident. The incident resulting in great bodily injury involved a two-on-one 
inmate attempted homicide. Officers used chemical, less-lethal, and lethal force. The officer who 
used lethal force fired two shots for effect, striking one of the attacking inmates in the hip. The 
actual uses of force were found to be in compliance with policy. The OIG concurred. 

The incident involving an inmate death consisted of a large-scale riot in which four warning 
shots and one shot for effect were fired. The shot for effect struck one of the inmates in the chest 
resulting in the inmate’s death. Other than a chemical agent being used in an improper location, 
the other uses of force complied with policy, and the OIG concurred. 

Compliance with the Use-of-Force Policy 

The OIG use-of-force monitoring tool allows the OIG to collect information about whether force 
used complied with policies and procedures, including whether the department complied with 
policies and procedures “Apart from Actual Force,” “Actual Force Used,” and “Non Use of 
Force.” The OIG defines these categories as outlined below. The OIG assesses each incident in 
all three categories. Therefore, one incident could be discussed in one or more of the three 
sections addressed below. Overall, the department followed the OIG’s recommendations in 336 
of the cases the OIG closed during this reporting period. 

• Apart from Actual Force refers to the department’s policies and procedures 
encompassed within the use-of-force policy,'^ excluding the use of force itself. Examples 
include whether a medical assessment of the inmate was completed after a use of force, 
whether reports were thorough and submitted timely, and whether protocols were 
violated that may have led up to the use of force. 

• Actual Force Used refers to the force itself. 

• Non Use of Force refers to activities related to the use of force but not directly within the 
policy, such as holding cell procedures, escorts, and properly completed medical 
assessments. 

Apart From Actual Force 

For cases the OIG closed during this reporting period, the department found 2,667 out of 3,936 
incidents within policy for conduct the OIG deems “Apart from Actual Force.” This is 68 percent 
of the total incidents reported and includes 170 incidents in which the department determined not 
to take action on inmate allegations against staff. 


As used herein, serious bodily injury refers to injury which results in loss of consciousness, concussion, protracted 
loss or impairment of function of any bodily member or organ, or disfigurement to an individual in the custody or 
control of the department. Great bodily injury refers to injury that creates a substantial risk of death. 

Department Operations Manual, Chapter 5, Article 2. 
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The department conducted two internal inquiries. The hiring authority referred 21 cases to the 
Office of Internal Affairs. 

For incidents deemed out of policy, the department took disciplinary action in 8 cases, issued 
counseling in 59 cases, and provided training in 1,057 cases. The department took action on 102 
inmate allegations against staff and found 20 incidents involved a reasonable deviation from 
policy. 

The OIG concurred with the department’s determinations in 3,827 cases, including all cases 
referred to the Office of Internal Affairs, and disagreed in 109, or 3 percent of cases. 

Actual Force Used 

For conduct deemed “Actual Force Used,” the department assessed 3,746 of 3,936, or 
95 percent, of the incidents within policy. This includes 274 incidents in which the department 
determined not to take action on inmate allegations against staff. The OIG concurred with the 
determinations in all but 11 cases, or less than 1 percent. 

In eight of the cases in which the OIG did not concur with the finding that the use of force 
complied with policy, the OIG did not believe there was an imminent threat. In another case, the 
OIG found an officer used a non-approved chemical agent, and in another case, a sergeant failed 
to give an inmate an order to submit to handcuffs before touching the inmate during a search. In 
the last case, there were inconsistent reports regarding who placed a spit mask on the inmate. The 
hiring authority found the use of force to comply with policy but referred the case to the Office 
of Internal Affairs for an investigation. Although the OIG agreed with the referral, the OIG did 
not concur with the finding that the use of force complied with policy because the OIG 
recommended the hiring authority wait for the outcome of the investigation. 

The department conducted an internal inquiry in 2 cases and referred 21 cases to the Office of 
Internal Affairs. The OIG concurred with all of these determinations. The department found 73 
incidents involved a reasonable deviation from policy. 

For the remaining cases deemed to be out of compliance with policy, the department took 
disciplinary action in 7 cases, issued counseling in 18 cases, and provided training in 68 cases. 
The department decided to take action on one inmate allegation of staff misconduct. The OIG 
concurred with all of these decisions. 

Non Use of Force 

The department assessed 3,312 of 3,936 of the incidents within policy for conduct the OIG 
deems “Non Use of Force,” which is 84 percent of incidents. This includes 249 incidents 
wherein inmates made allegations of staff misconduct and the department did not take any 
action. The OIG concurred in all but six of these incidents found to be within policy. 
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The department conducted 3 internal inquiries and referred 21 cases to the Office of Internal 
Affairs. The department found two incidents involved a reasonable deviation from “Non Use of 
Force” policies. 

Of the cases found to be out of policy, the hiring authority took disciplinary action in 9 cases, 
issued counseling in 20 cases, and provided training in 542 cases. The OIG concurred with all of 
these determinations except for three (or less than 1 percent) cases involving training. The 
department decided to take action on 27 inmate allegations of staff misconduct where the non 
use of force was out of policy, and the OIG concurred with all. 

Allegation Inquiries 

Department Operations Manual Section 51020.18.2 sets forth specific required actions after an 
inmate raises an allegation of unreasonable use of force. The requirements include having the 
inmate medically evaluated, completing a medical report, obtaining and reviewing reports from 
inmate witnesses, if any, and obtaining a video-recorded interview of the inmate, including 
recording any injuries. If an inmate makes an allegation during a medical evaluation that staff 
used unreasonable force, the medical staff member is required to document the inmate’s 
allegation. During its use-of-force review activities, the OIG has identified that the department is 
not consistent in determining whether an inmate’s statement constitutes an allegation of 
unreasonable force. 

In one such case, an inmate was repeatedly banging his head on the side of the cell, causing a 
head injury. The inmate refused orders to stop the self-injurious behavior, and the officer used 
pepper spray to stop the inmate’s actions. The nurse who examined the inmate documented that 
the inmate alleged the officer used pepper spray for no reason. The lERC determined the 
inmate’s statement did not constitute an allegation of unreasonable force. The OIG disagreed and 
raised the matter to department executives who agreed with the institution. 

Clearly, an allegation that an officer used pepper spray ‘Tor no reason” is an allegation that the 
force used was unreasonable. There can be no other logical interpretation. However, based on the 
department’s response to this incident, the OIG recommends the department establish clear 
guidelines for analyzing inmates’ statements related to use-of-force incidents, including 
accepting an inmate’s plain language complaint as a legitimate allegation of unreasonable force 
to initiate a proper inquiry or investigation. The OIG also recommends the department provide 
training to all supervisors and managers to ensure inmate allegations are processed according to 
policy. 

Decontamination After Pepper Spray Exposure 

During the January through June 2017 reporting period, the OIG also noted a lack of consistent 
documentation when providing inmates with clean clothing as part of the decontamination 
process. Department Operations Manual Section 51020.15.5 describes the decontamination 
process, which includes providing clean clothing, and section 51020.17.1 further requires 
officers to include in their reports their observations of the decontamination process. 
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The OIG is reporting 16 incidents where staff members did not document providing inmates with 
clean clothing as part of the decontamination process. Eight incidents occurred at each of two 
institutions. Although some institutions require officers to document offering clean clothing, 
either in an incident report or holding cell log, the department overall takes the position that 
policy does not require documenting an offer of clean clothing after decontamination. 

Some institutions also interpret policy to not require any report documenting an offer of clean 
clothing if an inmate is taken for a medical evaluation or placed in administrative segregation. 
This interpretation is based on the theory that neither the institution’s medical services nor 
administrative segregation will accept an inmate with contaminated clothing. 

The OIG raised concerns regarding this lack of documentation with the hiring authorities at each 
of the institutions referenced above, and ultimately discussed these concerns with departmental 
executives. Despite the OIG’s feedback, the department believes policy does not require staff 
members to document providing clean clothing to inmates following decontamination. The OIG 
recommends the department clarify its policy to require staff members to document providing 
inmates with clean clothing as part of the decontamination process, and to document the time 
clothing is provided to the inmate. 

The Application of Spit Hoods or Masks 

Pursuant to Department Operations Manual Section 51020.16, a spit hood or mask may be 
applied when staff members believe there is a verbal or physical intent by the inmate to 
contaminate others with spit or other bodily fluids from the nose or mouth, the inmate is not able 
to control expelling fluids from the nose or mouth (with the exception of vomit), or the inmate is 
on authorized security precautions according to the procedures of the unit where the inmate is 
housed. During the January through June 2017 reporting period, the OIG is reporting nine cases 
wherein the OIG disagreed with the department’s findings that the application of a spit mask or 
hood complied with policy. A few case examples illustrate the issue. 

One case involved an inmate who kicked an officer, resulting in the use of physical force. As a 
result of the force, the inmate was bleeding from an injury above his eye. A sergeant ordered the 
application of a spit mask even though there were no fluids coming from the inmate’s nose or 
mouth and, therefore, the incident did not meet the criteria for applying a spit mask. 

Five other incidents occurred at another institution. In one of these incidents, officers used 
physical force and an expandable baton to subdue a resistive inmate. An officer placed a spit 
mask over the inmate’s face solely to prevent further attempts to assault the officers. A similar 
incident involved application of a spit mask to prevent blood from an inmate’s head wounds, 
rather than the nose or mouth, from contaminating officers. In the other three cases, officers 
applied a spit mask because the inmate was agitated, resistive, or acting erratically. In all five 
cases, the hiring authority disagreed with the OIG’s opinion that application of the spit mask did 
not comply with policy, stating that officers have full discretion for using a spit mask. 


Semi-Annual Report Volume II January-June 2017 


Page 22 


Office of the Inspector General 


State of California 




In addition, the OIG reviewed eight other incidents where the department agreed that application 
of spit masks was not appropriate because the criteria outlined above were not met. In all eight 
incidents, the department provided training to involved staff members. 

Additionally, Department Operations Manual Section 51020.16 provides in part that if a spit 
hood or mask is applied to an inmate, it is imperative to maintain constant supervision of the 
inmate to watch for signs of respiratory distress. Policy requires removing a spit mask if an 
inmate loses consciousness, begins seizing or vomiting, or when any sign of respiratory distress 
is observed. Absent constant observation, officers cannot adequately monitor for these medical 
emergencies. During the January through June 2017 reporting period, the OIG identified ten 
cases in which the department applied spit masks but did not document removing them, 
preventing the ability to determine whether officers maintained constant observation of the 
inmates while the spit masks were in place. In six of these incidents, the department provided 
training to the involved staff members. The department requested and obtained clarifying reports 
in the remaining four incidents. 

Until recently, some wardens believed the department’s position was that the requirement to 
maintain constant supervision only applied if an inmate in a spit mask was exposed to pepper 
spray. However, based on OIG input, the department has clarified the policy to require constant 
supervision of an inmate once a spit mask has been applied since application of a spit mask can 
cause respiratory distress regardless of other factors, such as pepper spray exposure. In addition, 
application of a spit mask can contribute to positional asphyxia when an inmate is placed on his 
stomach. Serious injuries and death have occurred in the past, which called for the creation of 
these policies. Failure to require adherence could have fatal results. The OIG recommends the 
department provide training to reinforce the importance of ensuring the application of spit masks 
or hoods meets the criteria set forth in the Department Operations Manual. The OIG also 
recommends the department clarify criteria regarding the monitoring of inmates after a spit mask 
or hood has been applied. 

Use of Force on Mental Health Inmates 

The department reports during this reporting period approximately 31 percent of its in-custody 
inmate population were mentally ill inmates participating in the department’s Mental Health 
Services Delivery System at the Correctional Clinical Case Management System (CCCMS) level 
of care or above. During this reporting period, 40 percent of the total uses of force within the 
Division of Adult Institutions the OIG closed were on inmates at the CCCMS level or above. 


The department’s Mental Health Services Delivery System (MHSDS) provides mental health services to inmates 
with serious mental disorders or inmates who meet the necessity criteria. The MHSDS is designed to provide an 
appropriate level of treatment and promote individual functioning within the least clinically restrictive environment. 
Mental health care is provided by clinical social workers, psychologists, and psychiatrists. The department provides 
four different levels of care: Correctional Clinical Case Management System (CCCMS); Enhanced Outpatient 
Program (EOP); Mental Health Crisis Bed (MHCB); and Department of Mental Health (DMH) Inpatient Hospital 
Care. A detailed description of the mental health services levels of care can be found on the department’s website at 
http: //www. cdcr. c a. gov/DHC S/Mental_Health_Program. htm 1. 

Multiple types of force can be used on a single inmate and an inmate could have been involved in more than one 
incident during this reporting period. In addition, die inmate’s mental health status can change between incidents. 
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The OIG’s use-of-force monitoring tool allows the OIG to track more detailed statistics and 
identify trends regarding use of force on all inmates, including mentally ill inmates. Some of the 
data collected includes frequency of specific inmates being involved in uses of force, the 
classification level of inmates involved in use-of-force incidents, and the locations of 
use-of-force incidents. The following table outlines the use of force at each institution, broken 
down hy mental health status of the inmate on whom the force was used. 


Table 5; Use of Force, by Mental Health Status, by Institution 




Mental Health Code 



Institution 

CCCMS 

EOP 

MHCB 

DSH 

Total Mental 
Health 

Non-Mental 

Health 

CDCR Mission 

Reception Center 

CCC 

0% 

0% 

0% 

0% 

0% 

100% 

CIM 

25% 

12% 

27% 

0% 

65% 

35% 

CMC 

15% 

37% 

8% 

0% 

61% 

39% 

CRC 

28% 

0% 

0% 

8% 

36% 

64% 

DVI 

37% 

2% 

0% 

0% 

39% 

61% 

NKSP 

35% 

4% 

7% 

0% 

46% 

54% 

RJD 

17% 

58% 

3% 

0% 

78% 

22% 

SQ 

34% 

5% 

4% 

0% 

42% 

58% 

see 

24% 

0% 

0% 

0% 

24% 

76% 

WSP 

33% 

7% 

4% 

0% 

43% 

57% 

High Security 

CAC 

4% 

0% 

0% 

0% 

4% 

96% 

CCI 

52% 

0% 

0% 

0% 

53% 

47% 

COR 

30% 

34% 

3% 

0% 

68% 

32% 

LAC 

29% 

45% 

1% 

0% 

75% 

25% 

SAC 

21% 

58% 

2% 

0% 

81% 

19% 

SAIF 

24% 

14% 

8% 

0% 

46% 

54% 

HDSP 

38% 

2% 

2% 

0% 

41% 

59% 

KVSP 

36% 

7% 

2% 

0% 

44% 

56% 

PBSP 

19% 

10% 

2% 

0% 

31% 

69% 

SVSP 

24% 

32% 

1% 

2% 

59% 

41% 

General Population 

ASP 

48% 

0% 

11% 

0% 

60% 

40% 

SOL 

37% 

0% 

6% 

0% 

43% 

57% 

CAL 

0% 

0% 

0% 

0% 

0% 

100% 

CEN 

0% 

0% 

0% 

0% 

0% 

100% 

evsp 

0% 

0% 

0% 

0% 

0% 

100% 

CTF 

45% 

0% 

0% 

0% 

45% 

55% 

ISP 

1% 

0% 

4% 

0% 

5% 

95% 

MCSP 

31% 

50% 

2% 

0% 

82% 

18% 

PVSP 

19% 

0% 

10% 

0% 

29% 

71% 

VSP 

27% 

30% 

40% 

0% 

97% 

3% 

Female Offender/ 
Special Housing 

CHCF 

2% 

32% 

15% 

48% 

97% 

3% 

CIW 

64% 

17% 

3% 

6% 

91% 

9% 

CMF 

26% 

26% 

5% 

1% 

59% 

41% 

CCWF 

46% 

19% 

7% 

0% 

73% 

27% 

FSP 

28% 

2% 

8% 

0% 

38% 

62% 


Average 

22% 

12% 

5% 

2% 

40% 

60% 


*Percentages are rounded to the nearest whole number, 
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In addition to these general statistics, the OIG identified five inmates who were involved in five 
use-of-force incidents and ten wards who were involved in five or more incidents during this 

IQ 

reporting period. All of the wards were participants in the Wards with Disabilities Program 
(WDP),^^ which includes wards with mental illness as well as other disabilities. One of these 
wards was involved in 13 incidents, and a second ward was involved in 9 incidents. Of these 22 
combined incidents, 19 incidents consisted of wards fighting. In one incident, a ward was 
hanging onto a sprinkler, and in another incident, wards attacked staff members. Nineteen 
incidents involved the use of physical force and pepper spray. Two of the remaining incidents 
involved less-lethal force and chemical agents, and the third involved pepper spray, physical 
force, and an expandable baton. In all of these incidents, the department found the uses of force 
to be justified and to comply with policy, and the OIG agreed. 

An inmate’s mental health status may change between incidents. Of the five inmates involved in 
five incidents, one of the inmates was in the CCCMS level of care at the time of all five 
incidents. A second inmate’s mental health status varied between CCCMS and Mental Health 
Crisis Bed (MHCB) levels of care, and a third inmate’s status varied between the Enhanced 
Outpatient Program (EOP) and MHCB levels of care. The remaining two inmates involved in 
five incidents were in the MHCB, Enhanced Outpatient Program (EOP), and Department of State 
Hospitals (DSH) at various times. The majority of all of these incidents involved the use of 
physical force and pepper spray. Five incidents involved physical force and expandable batons, 
and in one incident, officers used less-lethal force. The department found all of these uses of 
force were justified and complied with policy, and the OIG agreed. 

Chart I reflects the frequency of force used by type for both the mental health and non-mental 
health population. The percentages are based on the numbers of distinct types of force per 
incident rather than the total numbers of force used per incident. For example, if one officer uses 
pepper spray and physical force in the same incident, the forces count as two uses of force, 
whereas if one officer uses pepper spray twice in the same incident, the applications of pepper 
spray count as one use of force. 


The ward or inmate may have been involved in additional uses of force in addition to those reported here, since 
this report only provides data regarding incidents the OIG reviewed and closed during this reporting period. The 
OIG attended 95 percent of the review committee meetings statewide. 

A more detailed description of the criteria for designating wards in the Wards with Disabilities Program can be 
found in the Wards with Disabilities Remedial Plan at http://www.cdcr.ca.gov/iuvenile iustice/docs/adaplan.pdf 
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Chart 1; Frequency of Force by Type for Mental Health Povulation 



Chemical Physical Less-Lethal Expandable Other/Non- Lethal 

Agents Force Force Baton Conventional Force 


As Chart 1 reflects, the department uses chemical and physical force on mentally ill inmates 
more than more severe methods, such as lethal force. Mental health inmates were involved in 
less than 1 percent of the total uses of lethal force, including warning shots. 

Table 6 below reflects the frequencies of force used per incident, broken down by type of force 
and grouped by mental health status. The numbers reported are numbers of types of uses of force 
per incident. For example, if one officer uses both pepper spray and physical force on the same 
inmate, these uses of force are counted as two uses of force. However, if one officer applies 
pepper spray multiple times on one inmate during one incident, those uses only counted as one 
use of force. 


Table 6; Frequency of Force by Type, Grouped by Mental Health Status 



Mental Health Status 

Force Type 

CCCMS 

EOP 

MHCB 

DSH 

Sub 

Total 

Non 

Mental 

Health 

Total 

Chemical Agents 

815 

441 

28 

17 

1,301 

1,216 

2,517 

Physical Force 

349 

448 

120 

71 

988 

363 

1,351 

Less-Lethal Force 

194 

108 

0 

0 

302 

347 

649 

Expandable Baton 

80 

73 

6 

5 

164 

135 

299 

Other/Non-Conventional 

15 

21 

14 

3 

53 

15 

68 

Lethal Force 

1 

0 

0 

0 

1 

11 

12 

Total 

1,454 

1,091 

168 

96 

2,809 

2,087 

4,896 
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Of the 912 incidents involving CCCMS inmates, the OIG found immediate force was not 
justified in 8 incidents. The department identified 21 incidents involving CCCMS inmates where 
actual force used was out of policy. The department referred five of those cases to the Office of 
Internal Affairs. In addition, the department imposed disciplinary action in 3 cases, issued 
counseling in 2 cases, and provided training in 11 cases. The department also found policy 
deviations in 24 cases, but found the deviations reasonable. The OIG concurred with the 
department’s findings in all of these cases. 

Of the 869 incidents involving EOP inmates, the OIG found immediate force was not justified in 
ten incidents. The actual force used on EOP inmates was out of policy in 22 incidents. The 
department referred four of those cases to the Office of Internal Affairs. The department imposed 
disciplinary action in 2 cases, issued counseling in 5 cases, and trained staff in 11 cases. The 
department found policy deviations in 23 cases, but found the deviations reasonable. The OIG 
concurred with all of the decisions except for three the department found to comply with policy. 

In the first case, the inmate refused to allow staff to lock the food port. Officers then used 
immediate force and sprayed the inmate with pepper spray. During decontamination in the cell, 
the 15-minute checks took place over a period of only 30 minutes when policy requires a 
minimum of 45 minutes, finally, the officers sprayed pepper spray at a distance of less than three 
feet without having an imminent threat to justify the deviation from policy. 

In the second case, officers used physical force to remove an inmate from a committee room 
when no imminent threat was identified. Officers then used non-conventional force when they 
tied a sheet around the inmate to secure him to a wheelchair during the escort. 

In the third case, two officers used physical force to subdue an inmate without articulating the 
imminent threat. The committee agreed that one officer could have summoned a supervisor, used 
verbal de-escalation, or summoned assistance. They provided on the job training but still did not 
find the officer acted out of policy. 

Of the 136 incidents involving MHCB inmates, the OIG found immediate force was not justified 
in 2 incidents. The actual force used was out of policy in four incidents. Of those, the department 
referred two cases to the Office of Internal Affairs, imposed disciplinary action in one case, and 
provided training in one case. The department found reasonable deviations in two cases. The 
OIG concurred with all of these determinations except for one in which the department found the 
use of force complied with policy. That case involved an inmate who became resistive during an 
escort and used his shoulder to hit an officer in the chest. Four officers used physical force to 
subdue the inmate. Based on the visual recording, it was not clear when the inmate lunged at the 
officer. The officer reported the inmate struck him in the chest with his shoulder after they 
entered the cell, which was not captured on the visual recording. The OIG did not concur with 
the finding that the use of force complied with policy because it appeared on the visual recording 
that the officer used physical force when he placed the inmate against the wall and then pushed 
the inmate into the cell. There was no evidence to justify the use of force before entering the cell. 

Of the 79 incidents involving DSH patients, there were no incidents where immediate force was 
not justified. The department found two incidents in which the actual use of force did not comply 
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with policy and referred one of these to the Office of Internal Affairs and provided training in the 
second. The OIG concurred with all of these decisions. 

As previously mentioned, one inmate can be involved in multiple use-of-force incidents and an 
inmate’s mental health status can change from incident to incident. Therefore, the statistics 
outlined above pertain solely to the numbers of incidents rather than numbers of inmates. 

Video-Recorded Interviews 

The department’s use-of-force policy requires the department to video record an interview with 
any inmate who alleged unreasonable force or sustained serious or great bodily injury possibly 
due to a use of force.The video recording should be conducted within 48 hours of discovering 
the injury or allegation. If the inmate refuses, policy requires that the refusal be recorded. 
However, the actual process for conducting these interviews is inconsistent among the adult 
institutions. The most common deviations are listed below. 

The OIG reviewed 705 incidents that required video-recorded interviews. Of those, 409 were 
conducted within policy and in 296 incidents, the video-recorded interview was either not 
completed or was not completed according to policy. This equates to a policy compliance rate of 
only 58 percent. The errors included failure to timely conduct interviews, failure of interviewers 
to adequately identify themselves or describe the inmates’ injuries, failure to conduct a required 
interview, and failure to video record inmates’ refusals to be interviewed. 

During this reporting period, the OIG also noted four cases wherein the department potentially 
intimidated an inmate during the recorded interview. In two of those cases, the interviewing 
sergeant provided the inmate with aMiranda^^ admonishment even though the department was 
not pursuing criminal charges, and in one of those cases, a sergeant interrupted the inmate while 
the inmate was trying to describe what happened. The hiring authority provided training in both 
cases. 

In a third case, the lieutenant conducting the interview did not adequately explain the purpose of 
the interview. In addition, although a sergeant was also present, the lieutenant allowed an officer 
also to be present, over the inmate’s objection. The lieutenant told the inmate he had battered a 
staff member and the lieutenant did not feel safe even though a sergeant was also present. The 
hiring authority provided training to the lieutenant for allowing the officer to be present during 
the interview. 

In a fourth case, the interviewing lieutenant was involved in the incident and should not have 
conducted the interview. Also, the lieutenant conducted the interview in front of the inmate’s 
cell, which provided no degree of privacy from other inmates and possibly contributed to the 
inmate’s refusal to be interviewed. The hiring authority provided training to the lieutenant. 


Department Operations Manual, Chapter 5, Article 2, Section 51020.17.3. 

Miranda V Arizona (1966) 384 U.S. 486. 
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Based on the OIG’s review, the department continues to demonstrate a low rate of complying 
with policies regarding video-recorded interviews despite the OIG’s prior reporting of similar 
issues. The 58 percent compliance rate is less than the 61 percent compliance rate reported 
during the July through December 2016 reporting period. Chart 2 reflects the percentages of 
failures by mission. 


Chart 2; Video Recordinss, by Mission/Division 


I Videos Required ■ Videos Not Completed or Out of Policy 


327 



1 1 


0 0 


8 


Reception High General Female 
Center Security Population Offender/ 

Special 

Housing 


Division of Division of Office of Community 
Juvenile Adult Parole Correctional Correctional 
Justice Operations Safety Facilities and 

Out-of-State 
Facilities 


Division of Juvenile Justice 

During this reporting period, the Division of Juvenile Justice consisted of three facilities'^ and 
one conservation camp, and was responsible for supervising 636 juvenile wards as of June 30, 
2017.^^ The Division of Juvenile Justice has its own policy governing the use of force, including 
the need for video-recorded interviews under certain circumstances.^"^ The OIG assesses the 
Division of Juvenile Justice’s compliance with its own policy. 

Between January and June 2017, the OIG reviewed 255 use-of-force incidents that occurred at 
the three juvenile facilities. Consistent with the July through December 2016 reporting period, 
there were no incidents at the juvenile conservation camp. The OIG attended 95 percent of the 


O. H. Close Youth Conectional Facility (OHC) andN. A. Chaderjian Youth Conectional Facility (NAC) are co¬ 
located in Stockton. 

CDCR data is derived from: 

http://www.cdcr. ca.gov/Juvenile_Justice/docs/DJJ^DP_MonMy_Report_2017/ADP_MONTHLY_REPORT_2017. 
06.p(ff. 

Division of Juvenile Justice, Crisis Prevention and Management, Use of Force, April 8, 2013. 
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meetings held at all three Division of Juvenile Justice facilities, an increase over the 88 percent 
attendance rate during the July through December 2016 reporting period. 

Of the 255 incidents reviewed, 107 were at N.A. Chaderjian Youth Correctional Facility (NAC), 
98 were at O.H. Close Youth Correctional Facility (OHC), and 50 were at Ventura Youth 
Correctional Facility (VYCF). The OIG agreed with the department that actual force used 
complied with policy in all but 12 incidents, 7 at VYCF, 3 at NAC, and 2 at OHC. In addition, 
the OIG agreed with the department that there was one incident at NAC where the use of force 
deviated from policy but the deviation was deemed reasonable. In that case, two wards were 
fighting, and an officer used pepper spray from a closer distance than allowed. 

In eight of the incidents where the use of force was found out of policy, either there was no 
imminent threat to justify the use of force or officers should have used controlled uses of force 
rather than immediate force. In all of these eight incidents, officers used physical force or 
chemical agents. In a ninth case, a counselor attempted to handcuff a ward by himself after the 
ward had been involved in a fight and was agitated. The department concluded the counselor 
might have avoided the need for force if he had waited for responding staff members. In another 
case, an officer did not reassess the need to use a pepper ball launcher between deployments, and 
in another case, a counselor should have placed the ward in a control hold rather than dragging 
the ward. Another case involved the failure to give the ward sufficient time to comply with 
orders before spraying the ward with pepper spray. The last incident involved a riot where 
counselors and officers used physical force, pepper spray, less-lethal rounds, and a baton. One of 
the counselors dragged a ward who was refusing to get up instead of placing the ward in a 
control hold. In all of these cases, the department provided training or counseling, and the OIG 
concurred. 

During this reporting period, there were three cases where the OIG did not agree with the 
department’s conclusion that the use of force complied with policy. All three incidents occurred 
at NAC. In one of these cases, a counselor deployed pepper spray on a ward who was on suicide 
watch because the ward said he was going to harm himself by trying to scratch an injection site. 
The OIG raised the fact that the counselor could have contacted a mental health clinician or 
another counselor to help determine whether the ward was actually harming himself In a second 
incident, multiple fights were occurring in the day room, and officers and counselors used pepper 
spray and other chemical agents, but one of the officers did not articulate an imminent threat 
before firing a pepper ball launcher within a few seconds of opening the door. In the third 
incident, a ward refused to leave his room, and an officer used physical force to remove the 
ward. The OIG believed the officer should not have entered the room as there was no imminent 
threat or need for immediate force. 

During the January through June 2017 reporting period, only one of the incidents the OIG 
reviewed at Division of Juvenile Justice facilities involved an allegation that an officer used 
unreasonable force. In this incident, a team was escorting a ward for an unclothed body search 
when the ward turned toward the escorting officer. The officer used physical force to place the 
ward against the wall. During a counseling session, the ward claimed the officer placed him 
against the wall for no reason. The facility’s review committee found the use of force to comply 
with policy, and the OIG concurred. 
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Division of Adult Parole Operations 


The Division of Adult Parole Operations consists of two parole regions, northern and southern. 
As of June 30, 2017, the Division of Adult Parole Operations was responsible for supervising 
45,261 parolees.The OIG reviewed 26 use-of-force incidents: 12 in the northern parole region 
and 14 in the southern parole region. The OIG attended 94 percent of the Division of Adult 
Parole Operations use-of-force meetings held statewide during this reporting period. Of the 
incidents reviewed, the department found that the force used complied with policy in all but one 
incident. In that one incident, a parolee barricaded himself inside a motor home. Parole agents 
entered the vehicle and used a taser in an effort to persuade the parolee to come down from an 
upper bunk. The parolee resisted efforts to apply handcuffs, and agents used physical force. The 
department determined the agents did not need to immediately enter the motor home to 
apprehend the parolee and that the agents should have established a perimeter and called for 
assistance. However, the department also determined the force the agents used after entering the 
motor home was reasonable. The department provided training to the parole agent who used the 
taser and training to all involved agents regarding proper protocol for handling parolees 
barricaded inside a structure. The OIG concurred with the department’s determinations. 

Office of Correctional Safety 

In addition to monitoring use-of-force incidents involving personnel at correctional institutions 
and in the parole system, the OIG also monitors such incidents involving employees of the 
department’s Office of Correctional Safety. The Office of Correctional Safety is the primary 
departmental link with allied law enforcement agencies and the California Emergency 
Management Agency. Major responsibilities of the Office of Correctional Safety include 
criminal apprehension efforts of prison escapees and parolees wanted for serious and violent 
felonies, gang-related investigations of inmates and parolees suspected of criminal gang activity, 
and oversight of special departmental operations such as special transports, hostage rescue, riot 
suppression, critical incident response, and joint task force operations with local law 
enforcement. 

During the January through June 2017 reporting period, the OIG attended the two use-of-force 
meetings the Office of Correctional Safety conducted. There were four total incidents involving 
the Office of Correctional Safety. Two of these incidents involved only physical force, the third 
involved physical force and pepper spray, and the fourth involved the use of a taser and physical 
force. The department found all of the uses of force to comply with policy, and the OIG agreed. 


CDCR data is derived from: 

http://www. cdcr. ca.gov/ReportsJiesearch/Offender^nformation_Services_Branch/Monthly/TPOP I A/TPOPl Adi 70 
6.pdf. 
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Contraband Surveillance Watch 


In 2012, the OIG developed a contraband surveillance watch monitoring program due to 
concerns the Legislature raised regarding CDCR’s contraband surveillance watch process. The 
Legislature was concerned the department was not applying its policy in a consistent manner. 
Contraband surveillance watch requires additional staffing for one-on-one observations and is a 
significant budget driver for CDCR. Additionally, contraband surveillance watch can subject the 
state to significant liability if abuses occur or inmate health is at risk. On July 1, 2012, the OIG 
began its formal monitoring of this process. The department’s policy for placing an inmate on 
contraband surveillance watch is found in the Department Operations Manual, Section 52050.23: 

When it becomes apparent through medical examination, direct observation, or 
there is reasonable suspicion that an inmate has concealed contraband in their 
body, either physically or ingested, and the inmate cannot or will not voluntarily 
remove and surrender the contraband, or when a physician has determined that the 
physical removal of contraband may be hazardous to the health and safety of the 
inmate, the inmate may be placed in a controlled isolated setting on [contraband 
surveillance watch] under constant visual observation until the contraband can be 
retrieved through natural means, or is voluntarily surrendered by the inmate. 

The department is required to notify the OIG every time an inmate is placed on contraband 
surveillance watch and when the department transfers an inmate to an outside hospital while on 
contraband surveillance watch. The OIG collects all relevant data, including the inmate’s name, 
reason for placing the inmate on contraband surveillance watch, dates and times the department 
places an inmate on and removes an inmate from watch, and what contraband, if any, was found. 
The OIG responds to the scene and monitors any contraband surveillance watch case where a 
significant medical problem occurs, regardless of how long the inmate has been on watch, and in 
all cases where the watch extends beyond 72 hours. While at the scene, the OIG inspects the 
inmate’s condition along with documentation to determine whether the department is following 
policy. This on-scene response is repeated every 72 hours until the department removes the 
inmate from contraband surveillance watch. The OIG discusses any serious policy breaches with 
institution managers while at the scene. The OIG also formally assesses the sufficiency of how 
the department conducts each contraband surveillance watch that exceeds 72 hours, as well as 
select cases that do not exceed 72 hours. Examples of such cases include cases when the 
department transfers an inmate to an outside hospital or an inmate is suffering serious medical 
conditions that could be related to the contraband surveillance watch. 
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Table 1: All Contraband Surveillance 

Watch Cases Reported to the OIG, by 

Institution, January - June 2017 


Institution 

All Cases Reported to 
the OIG between 
January and June 2017 
by Institution 

ASP 

0 

CAC 

1 

CAL 

9 

CCC 

6 

CCI 

5 

CCWF 

0 

CEN 

15 

CHCF 

0 

CIM 

0 

CIW 

3 

CMC 

1 

CMF 

1 

COCF-CCF“ 

0 

LPCC 

1 

TCCF 

0 

COR 

1 

CRC 

1 

CTF 

2 

CVSP 

0 

DVI 

2 

FSP 

3 

HDSP 

3 

ISP 

8 

KVSP 

3 

LAC 

2 

MCSP 

1 

NKSP 

1 

NCYCC 

1 

PBSP 

11 

PVSP 

6 

RJD 

1 

SAC 

4 

SATF 

4 

see 

3 

SOL 

13 

SQ 

0 

SVSP 

9 

VSP 

2 

VYCF 

1 

WSP 

3 

Total CSW Cases 

127 


During this reporting period, the department 
notified the OIG of 127 contraband 
surveillance watch cases, slightly fewer 
contraband surveillance watch cases 
compared to four of the five previous 
reporting periods. In the five prior reporting 
periods, the department notified the OIG of 
inmates placed on contraband surveillance 
watch 121, 128, 135, 155, and 206 times 
respectively. Table 7 contains the number of 
cases the department reported to the OIG by 
institution between January 1, 2017, and June 
30, 2017. This number does not directly 
correlate with the number of cases the OIG is 
reporting in this Semi-Annual Report since 
the OIG only assesses and reports those cases 
where contraband surveillance watch extends 
beyond 72 hours, where the department 
transfers an inmate to an outside hospital, or 
in other circumstances warranting an 
assessment. 

The department may remove an inmate from 
contraband surveillance watch when the 
department reasonably believes the inmate 
has relinquished the contraband or the 
department determines the inmate is 

27 

contraband free. Normally, the department 
should retain an inmate on contraband 
surveillance watch for no more than 72 
hours. 


Community Correctional Facilities operated by the Department Operations Manual, Title 15, Chapter 2, 

California Out-of-State Correctional Facility Program. Section 52050.23.8. 
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For the January through June 2017 reporting period, the OIG is reporting 49 monitored cases in 
Appendix F. These 49 cases include 8 cases involving inmates who required medical attention at 
an outside hospital but where the contraband surveillance watch did not extend beyond 72 hours. 
The department kept inmates on contraband surveillance watch longer than 72 hours but less 
than 144 hours in 29 cases. In four cases, the department kept inmates on contraband 
surveillance watch between 144 and 216 hours. During this reporting period, the department did 
not keep any inmates on contraband surveillance watch longer than 216 hours (9 days). In 
addition, other than minor documentation issues, the department sufficiently complied with 
policies during the watch in all 49 cases. Chart 3 below depicts the percentages of cases by 
duration for cases the OIG monitored. 

Chart 3: Duration of OIG-Monitored Contraband Surveillance Watch Cases 

Total Contraband Surveillance Watch Cases = 49 



□Up to 72 Hours 

□ From 72 to 144 Hours 

□ From 144 to 216 Hours 


For the January through June 2017 reporting period, “contraband found” includes any 
contraband the department obtained that led to placing an inmate on contraband surveillance 
watch. For example, if officers discovered mobile phones or marijuana in an inmate’s cell during 
a cell search and subsequently placed the inmate on contraband surveillance watch, the mobile 
phone and marijuana would count as “contraband found” to be consistent with the department’s 
practice. However, in the upcoming July through December 2017 reporting period, the OIG will 
no longer consider “contraband found” to include contraband that led to placing an inmate on 
contraband surveillance watch. Instead, the OIG will only report contraband found as a direct 
result of placing an inmate on contraband surveillance watch to ensure there is no abuse during 
the contraband surveillance watch process. 

Of the 127 total cases reported to the OIG from January 1, 2017, through July 31, 2017, the 
department recovered contraband in 46 percent of the total cases for all durations of contraband 
surveillance watch. The department recovered contraband in 37 percent of the total cases 
reported to the OIG that did not extend beyond 72 hours. This is less than the 57 percent 
recovery rate for cases lasting less than 72 hours reported to the OIG during the July through 
December 2016 reporting period. 
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Chart 4 below reflects the percentages of contraband found for cases monitored by the OIG 
between January and June 2017 lasting less than 72 hours, including contraband discovered prior 
to actually placing the inmate on contraband surveillance watch. 

Chart 4: Contraband Found in OIG-Monitored Cases Lastins Less Than 72 Hours 


I 



- \ - 

16 Total Cases 


□ Contraband Found 

□ Contraband Not Found 


For cases the OIG monitored and is reporting currently, the department recovered contraband in 
70 percent of cases that extended beyond 72 hours, which is a slight decrease from the 78 percent 
of cases in which contraband was found from July through December 2016. Chart 5 below 
reflects the percentages of contraband found for OIG-monitored cases extending beyond 72 
hours. 

Chart 5: Contraband Found in OIG-Monitored Cases Extendins Beyond 72 Hours 
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Table 8 below shows a comparison of the percentages of OIG-monitored cases where the 
department recovered contraband between July 2014 and June 2017 for those cases extending 
beyond 72 hours. 

Table 8: Contraband Found in Cases Extendin2 Beyond 72 Hours, July 2014 - June 2017 


Reporting Period 

Cases Over 

72 Hours 

Contraband 

Found 

Percentage 

July-December 2014 

59 

28 

53% 

January-June 2015 

42 

38 

90% 

July-December 2015 

39 

27 

69% 

January-June 2016 

43 

28 

65% 

July-December 2016 

40 

31 

78% 

January-June 2017 

33 

23 

70% 


For the total cases the OIG monitored and is reporting for the January through June 2017 
reporting period, the department recovered contraband in 73 percent of the cases. Again, though, 
this includes contraband discovered prior to placing an inmate on contraband surveillance watch, 
such as items found during a cell search. 

As previously noted, this report discusses in detail those cases the OIG monitored in which 
contraband surveillance watch extended beyond 72 hours, as well as cases where the department 
transported inmates to outside hospitals. Chart 6 below reflects the types of contraband found for 
all OIG-monitored incidents for the January through June 2017 reporting period. In some cases, 
the department recovered more than one type of contraband. 


Chart 6: Contraband Type and Frequency in All OIG-Monitored Cases 
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The OIG rated the department on the adequacy of its management of contraband surveillance 
watch. Of the 49 cases the OIG monitored, the department sufficiently managed the contraband 
surveillance watch process in 25 cases, or 51 percent. The details regarding the sufficiency 
assessments are found in Appendix F. As the individual cases reflect, consistent with the prior 
reporting period, the main reasons for insufficient assessments are inadequate documentation and 
failure to perform consistent hygiene checks. In addition, the OIG noted a fairly consistent 
failure to allow range of motion while inmates were restrained. 

Some other insufficiencies are also worthy of mention for cases monitored during the January 
through June 2017 reporting period. In three cases, the department placed the inmate in hand 
isolation devices without proper authorization. In one of the cases, the department identified the 
error approximately two hours later and removed the devices. However, the department also 
failed to place the inmate on contraband surveillance watch until more than one hour after 
officers saw the inmate swallow an unknown object. Additionally, the hiring authority 
prematurely authorized removing this inmate from contraband surveillance watch within 24 
hours, after conceding the delayed initial placement on contraband surveillance watch may have 
allowed the inmate to discard the contraband. 

In another insufficient case, the department failed to adequately monitor the inmate during 
contraband surveillance watch, enabling the inmate to re-ingest contraband. The department 
recovered concentrated cannabis from the inmate three days after placement on contraband 
surveillance watch. The department also failed to timely notify the OIG when transferring the 
inmate to an outside hospital and when removing the inmate from contraband surveillance watch. 
A final case worth noting is a case where the department placed an inmate in leg restraints for 13 
hours without authorization. 

In the majority of insufficient cases, the department provided training. In some cases, the hiring 
authority revised local procedures or provided written counseling to those involved. 

The department’s decision to place inmates on contraband surveillance watch complied with 
policy in all but four cases the OIG monitored. In the one of these cases, the department waited 
almost one hour after observing the inmate appear to swallow suspected drugs before placing the 
inmate on contraband surveillance watch, and in a second case, officers did not tape the inmate’s 
jumpsuit in a timely manner after placing the inmate on contraband surveillance watch. In the 
third case, officers did not conduct an initial unclothed body search, and in the fourth case, the 
department did not document placing the inmate on contraband surveillance watch. 

For cases the OIG is reporting for January through June 2017, the department timely notified the 
OIG when placing an inmate on contraband surveillance watch in all but two cases. During the 
July through December 2016 reporting period, the department also failed to notify the OIG when 
placing the inmate on contraband surveillance watch in two monitored cases. In addition, during 
the January through June 2017 reporting period, the department failed to notify the OIG when 
inmates were transferred to an outside hospital in 5 of the 17 cases where inmates were 
transferred to an outside hospital, compared to insufficient notification in 3 of 11 cases during 
the July through December 2016 reporting period. Table 9 on the following page details the total 
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number of contraband surveillance watch cases the OIG assessed for the January through June 
2017 reporting period at each institution. 


Table 9; Contraband Surveillance Watch Cases, by Institution, January - June 2017 


Institution 

Cases Less 
than 72 Hours 
*Reported 
January-June 
2017 

Cases Between 
72 and 144 
Hours 
*Reported 
January-June 
2017 

Cases Between 
144 and 216 
Hours 
*Reported 
January-^une 
2017 

216 Hours or 
More 

Number of 
Cases Rated 
Sufficient 

Number of 
Cases Rated 
Insufficient 

ASP 

0 

0 

0 

0 

N/A 

N/A 

CAC 

2 

0 

0 

0 

0 

2 

CAL 

5 

1 

0 

0 

3 

3 

CCC 

1 

0 

0 

0 

0 

1 

CCI 

2 

1 

0 

0 

0 

3 

CCWF 

0 

0 

0 

0 

N/A 

N/A 

CEN 

0 

6 

0 

0 

5 

1 

CHCF 

0 

0 

0 

0 

N/A 

N/A 

CIM 

0 

0 

0 

0 

N/A 

N/A 

CIW 

1 

0 

0 

0 

0 

1 

CMC 

0 

0 

0 

0 

N/A 

N/A 

CMF 

0 

0 

0 

0 

N/A 

N/A 

COCF-CCF 

0 

0 

0 

0 

N/A 

N/A 

LPCC 

0 

0 

0 

0 

N/A 

N/A 

TCCF 

0 

0 

0 

0 

N/A 

N/A 

COR 

0 

0 

0 

0 

N/A 

N/A 

CRC 

1 

2 

0 

0 

0 

3 

CTF 

0 

0 

0 

0 

N/A 

N/A 

CVSP 

0 

0 

0 

0 

N/A 

N/A 

DVI 

1 

0 

0 

0 

1 

0 

FSP 

0 

0 

0 

0 

N/A 

N/A 

HDSP 

0 

0 

1 

0 

0 

1 

ISP 

0 

3 

1 

0 

1 

3 

KVSP 

0 

2 

0 

0 

1 

1 

LAC 

0 

0 

0 

0 

N/A 

N/A 

MCSP 

0 

0 

0 

0 

N/A 

N/A 

NKSP 

0 

0 

0 

0 

N/A 

N/A 

NCYCC 

0 

0 

0 

0 

N/A 

N/A 

PBSP 

0 

2 

0 

0 

1 

1 

PVSP 

1 

1 

1 

0 

1 

2 

RJD 

0 

1 

0 

0 

1 

0 

SAC 

1 

0 

0 

0 

1 

0 

SATF 

1 

1 

0 

0 

0 

2 

see 

0 

0 

0 

0 

N/A 

N/A 

SOL 

0 

6 

1 

0 

7 

0 

SQ 

0 

0 

0 

0 

N/A 

N/A 

SVSP 

0 

3 

0 

0 

3 

0 

VSP 

0 

0 

0 

0 

N/A 

N/A 

VYCF 

0 

0 

0 

0 

N/A 

N/A 

WSP 

0 

0 

0 

0 

N/A 

N/A 

Total CSW 
Cases 

16 

29 

4 

0 

25 

24 


Contraband 

Recovered: 

13 Cases 
= 81% 

Contraband 

Recovered: 

19 Cases 
= 66% 

Contraband 

Recovered: 

4 Cases 
= 100% 

Conti'aband 

Recovered: 

N/A 

Sufficient 

= 51% 

Insufficient 
= 49% 
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Typically, the department uses waist restraints on inmates placed on contraband surveillance 
watch in order to prevent destruction or re-ingestion of contraband. On May 2, 2016, the 
department began a trial period of unrestrained contraband surveillance watch at three 
institutions: California Rehabilitation Center; Kern Valley State Prison; and Calipatria State 
Prison. The policy for these institutions requires that, before using mechanical restraints, the 
institution must document a specific safety and security need beyond simply the recovery of 
contraband, and a captain or higher authority must approve the use of the restraints. The criteria 
for using such restraints is met if it appeared an inmate was concealing a weapon, razor blades, 
or any item that would pose an immediate risk to the safety and security of inmates or staff. 
Inmates who attempt to defeat the contraband surveillance watch process would also be subject 
to the application of restraints. Unrestrained inmates are still monitored according to the 
remainder of the contraband surveillance watch polices. As in the July through December 2016 
reporting period, the OIG continued to assess the department’s compliance with policies and 
procedures at these three trial period institutions pursuant to the revised policy for contraband 
surveillance watch cases. 

Use of Low-Dose Body Scans as Reason for Placement 
ON Contraband Surveillance Watch 

Although the OIG assessed the department’s decision to place inmates on contraband 
surveillance watch as sufficient in a large majority of cases, the OIG noticed a possible trend in 
using low-dose body scans as the only basis to justify contraband surveillance watch. Therefore, 
in addition to routine monitoring, between July 1, 2016, and April 10, 2017, the OIG also 
reviewed 183 contraband surveillance watch cases to evaluate the department’s use of low-dose 
body scans as a basis for placing inmates on contraband surveillance watch. 

As a result of the review, the OIG found 32 incidents where the department used a low-dose 
body scan as a basis for placing inmates on contraband surveillance watch. Of these 32 cases, the 
department recovered contraband from inmates in only 12 cases, which is 38 percent of the cases 
using a low-dose body scan. However, the OIG found a higher recovery rate in those instances 
where there was a secondary indicator of contraband, such as failure to clear a metal detector or 
the discovery of contraband during a cell search. In 8 of the 12 cases where the department 
recovered contraband after using a low-dose body scanner, there were also secondary sources 
such as direct observation or failure to clear a metal detector. As a result of this review, the OIG 
recommends the department attempt to obtain a secondary indicator, such as direct observation, 
failure to clear a metal detector, or contraband found during a cell search, before placing an 
inmate on contraband surveillance watch based only on a lose-dose body scan. Otherwise, 
inmates could be unnecessarily subjected to contraband surveillance watch. 
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Field Inquiries 


Since its inception, the OIG has provided a process by which inmates, CDCR staff, and the 
public can report misconduct or lodge complaints. The OIG receives 250-300 complaints 
monthly, which go through a screening process. Many are returned because existing 
administrative remedies have not been exhausted, and many more are resolved informally 
through correspondence or phone calls with the institution. There are five to ten more serious or 
unresolved complaints each month that are referred out to regional OIG staff to directly follow 
up on the department’s response. The OIG staff members examine complaints, review the entire 
case and reports, appear at the scene as appropriate, confer with the department, and determine 
whether the department’s response was appropriate overall. During the January through June 
2017 reporting period, the OIG completed the collection of data for 29 monitored complaints. 

The OIG assesses whether the department takes appropriate action to investigate or address the 
issue, rather than whether underlying complaints or allegations are substantiated. The assessment 
includes whether the department developed and maintained sufficient documentation and 
adequately consulted with the OIG, as well as whether the hiring authority appropriately referred 
allegations of misconduct to the Office of Internal Affairs and whether the Office of Internal 
Affairs made appropriate determinations regarding the referrals. 

Of the 29 cases the OIG concluded between January 1, 2017, and June 30, 2017, the department 
sufficiently addressed the OIG’s inquiry in 26 cases, which is 90 percent. The three insufficient 
cases involved alleged sexual assault by officers against inmates. The hiring authority did not 
identify staff misconduct in any of the three insufficient cases. However, in one of the cases, the 
OIG identified concerns regarding the incident reports and recommended custody and 
medical staff write objective reports without demeaning comments. The hiring authority agreed 
and provided training. In a second case, the hiring authority conducted an inquiry regarding the 
allegations, made a staffing change, and provided locally designated investigator training to the 
investigative services unit. And in the third case, the hiring authority provided Prison Rape 
Elimination Act training to a lieutenant, provided locally designated investigation training to all 
investigative services unit staff, and also made staffing changes. 

The percentage of sufficient assessments improved from the 87 percent sufficiency rating during 
the July through December 2016 reporting period. The OIG will continue to examine all 
complaints and allegations received to help ensure appropriate resolution. 
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Volume II Conclusion 


The OIG publishes two volumes of its Semi-Annual Report to allow the reader to more easily 
focus on specific areas of the OIG’s monitoring. All areas the OIG monitors require transparent 
oversight to ensure public trust, proper adherence to policy, best practices, safety and security of 
staff and inmates, and accountability to the taxpayer. Throughout its monitoring activities, the 
OIG alerts the department to potential risks or problem areas and makes recommendations for 
improvement. The OIG monitoring helps prevent abuses, potential harm to staff members and 
inmates, costly litigation, and federal oversight. 

Critical incidents as described herein have the potential for serious consequences to staff, 
inmates, and the taxpayers at large. As such, OIG oversight provides independent assessments of 
how incidents occur, the department’s response, and the outcomes. During this reporting period, 
the department timely notified the OIG of 90 percent of critical incident cases reported in 
Appendices D1 and E, which is a continued improvement over the 82 percent timely reporting 
rate during the July through December 2016 reporting period. In addition, the department timely 
notified the OIG in all but one of the Deadly Force Investigation Team cases, which is consistent 
with the last reporting period. 

While monitoring critical incidents, the OIG identified a new area of concern, which consists of 
staff members potentially destroying critical crime-scene evidence by moving an inmate’s body 
before the coroner’s office authorizes the staff member to do so. The OIG provides a new 
recommendation, listed on page 43, based on this concern. 

During this reporting period, the OIG attended 822 review committee meetings, and 19 
Department Executive Review Committee and 2 Division Force Review Committee meetings, 
and continues to strive for a 100 percent attendance rate. In addition, the OIG evaluated and 
closed 3,936 unique incidents. Overall, the committees took appropriate action, and the OIG 
concurred with the vast majority of the department’s determinations regarding use of force, 
including actual force. However, the OIG also noticed some new areas of potential concern, 
including inappropriate use of spit masks or hoods and inadequate documentation regarding the 
decontamination process following application of chemical agents. We are pleased that after 
bringing the spit mask concerns to the department, leaders took immediate action to clarify 
policy. The OIG is making new recommendations based on these findings. These 
recommendations are also on page 43. 

The OIG also continues to monitor and report on the department’s handling of contraband 
surveillance watch incidents. If department staff members do not follow policies, serious medical 
issues may occur. During this reporting period, the department again demonstrated a mediocre 
compliance rate with contraband surveillance watch policies, with 51 percent of the cases 
deemed sufficient compared with 55 percent during the July through December 2016 reporting 
period. Lack of documentation continues to be a problem, although the basis for contraband 
surveillance watch appears to remain fairly consistent since the last reporting period. However, 
the department’s rate of recovering contraband in those cases where it placed an inmate on 
contraband surveillance watch solely based on the results of a low-dose body scan is a possible 
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indicator that the department needs to consider using secondary indicators before unnecessarily 
subjecting an inmate to contraband surveillance watch. At the same time, the department is not 
keeping inmates on contraband surveillance watch for unreasonable lengths of time and, during 
the January through June 2017 reporting period, did not keep any inmates on contraband 
surveillance watch longer than 216 hours. The OIG is making a final recommendation based on 
the use of low-dose body scanners as a basis for placing inmates on contraband surveillance 
watch. 

This report once again contains the department’s response to the OIG’s complaint intake process. 
The OIG headquarters intake personnel are able to address most of these complaints informally 
and return others to the complainant to exhaust administrative remedies. However, the OIG may 
reach out to institutions to address more serious or unresolved concerns. The department 
sufficiently addressed the OIG’s inquiry in 90 percent of the field inquiry cases during this 
reporting period, compared with 84 percent in the July through December 2016 reporting period. 
The OIG believes this is value added in providing legitimacy to the complaint process. 

There continue to be areas for the department to improve. The OIG continues to highlight areas 
of concern, including the continued high frequency of negligent discharge incidents. However, 
the department continues to be receptive to the OIG’s input and meets with the OIG routinely to 
discuss concerns and possible actions in response to the OIG’s recommendations. 

The OIG believes oversight continues to be crucial to help ensure the transparency of the 
California corrections system. As in the past, the OIG provides recommendations to the 
department with the goal of continuing the improvement of the department’s processes. The OIG 
is committed to being an external outlet to resolve complaints when other processes within the 
system fail. We also remain focused on monitoring the vital areas of critical incidents, use of 
force, and contraband surveillance watch and providing transparency to the public in these areas. 


Semi-Annual Report Volume II January-June 2017 


Page 42 


Office of the Inspector General 


State of California 




Volume II Recommendations 


The OIG recommends the department implement the following recommendations from 
Volume II of this Semi-Annual Report, January through June 2017. 

Recommendation 1.1: The OIG recommends the department provide training to all custody and 
medical staff regarding the removal of dead bodies without a coroner’s authorization. 

Recommendation 1.2: The OIG recommends the department establish clear guidelines for 
analyzing inmates’ statements related to use-of-force incidents, including accepting an inmate’s 
plain language complaint as a legitimate allegation of unreasonable force, to initiate a proper 
inquiry or investigation. The OIG also recommends the department provide training to all 
supervisors and managers to ensure inmate allegations are processed according to policy. 

Recommendation 1.3: The OIG recommends the department clarify its policy to require staff 
members to document providing inmates with clean clothing as part of the chemical agent 
decontamination process, and to document the time clothing is provided to the inmate. 

Recommendation 1.4: The OIG recommends the department provide training to reinforce the 
importance of ensuring the application of spit masks or hoods meets the criteria set forth in the 
Department Operations Manual. The OIG also recommends the department clarify criteria 
regarding the monitoring of inmates after a spit mask or hood has been applied. 

CDCR Response: Partially Implemented . 

The department has clarified the policy to require constant supervision of an inmate once a spit 
mask has been applied since application of a spit mask can cause respiratory distress regardless 
of other factors, such as pepper spray exposure. 

Recommendation 1.5: The OIG recommends the department attempt to obtain a secondary 
indicator, such as direct observation, failure to clear a metal detector, or contraband found during 
a cell search, before placing an inmate on contraband surveillance watch based only on a lose- 
dose body scan. 
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Volume II Recommendations from Prior Reporting 
Periods 


The OIG recommended the department implement the following recommendations from 
Volume II of the prior Semi-Annual Report, July through December 2016. 

Recommendation 2.1: The OIG recommends the department develop procedures for and 
implement better training for safe firearms handling, including addressing negligent discharges 
with appropriate follow-up to include training or discipline as appropriate. 

CDCR Response: Partially Implemented . 

The department does not agree with the OIG that there is a failure to conduct adequate follow-up 
after negligent discharge incidents. However, the Division of Adult Institutions, Division of 
Adult Parole Operations, Office of Correctional Safety, and Office of Internal Affairs established 
a workgroup to review the use-of-force policy and is incorporating language to include 
appropriate follow-up such as training or discipline. The department’s Office of Correctional 
Safety developed a training approach in an effort to decrease negligent discharges. The 
department stopped using the phrase “press check” when referring to the act of verifying the 
whether a firearm is loaded. The technique is referred to as a “chamber check” and changes were 
made to instructor course presentations, including a new range master lesson plan to reflect the 
changes. In addition, the department developed options for reducing or eliminating extensive 
manipulation of a handgun for armed post weapons exchanges while still allowing an officer to 
safely determine whether a firearm is loaded. The department is providing training during the 
2017 firearms qualification sessions. The department also mandated the use of “dummy rounds” 
to be used during training regarding how to address malfunctions. The department prepared a 
new 80-hour range master certification lesson plan, which is currently pending approval by the 
Office of Training and Professional Development. The plan will include enhanced firearms 
safety during testing and side bar instructor notes to address areas of concern. 

Recommendation 2.2: The OIG recommends the department provide training to supervisors 
regarding the procedures and processes for obtaining timely and appropriate public safety 
statements. 

CDCR Response: Not Implemented . 

The department reviewed the case examples and does not agree the examples present a systemic 
problem and believes existing regulations regarding public safety statements are clear. The 
department states it is committed to enforcing the regulations through the progressive discipline 
process on a case-by-case basis. 
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The OIG recommended the department implement the following recommendations from 
Volume II of the prior Semi-Annual Report, January through June 2016. 

Recommendation 2.1: The OIG recommends the department amend Department Operations 
Manual Section 51020.19.5 to require the Institutional Executive Review Committee to view all 
available exercise yard or housing unit video recordings as part of the incident review process. 

CDCR Response: Fully Implemented 

On March 7, 2017, the Division of Adult Institutions revised Department Operations Manual 
Section 51020.19.5 to require the Institutional Executive Review Committee chairperson to 
personally review all video recordings arising from controlled use-of-force incidents and any 
portion of video recordings capturing an immediate use of force. 

Recommendation 2.2: The OIG recommends the department amend Department Operations 
Manual Sections 51020.4 and 51020.19.6 to require the Department Executive Review 
Committee to review use-of-force incidents within 60 days of Institutional Executive Review 
Committee completion in accordance with recent guidance promulgated by senior CDCR 
management. 

CDCR Response: Fully Implemented 

On March 7, 2017, the Division of Adult Institutions revised Department Operations Manual 
Section 51020.19.6 to require the Department Executive Review Committee to review required 
use-of-force incidents within 60 days of completion by the Institution Executive Review 
Committee. 
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Appendices 


Appendix D1 contains the assessments for 19 deadly force incidents the OIG Page 47 

monitored during the reporting period but the Office of Internal Affairs did not 
investigate, listed by geographical region. 

Appendix D2 contains the assessments for 26 deadly force cases the Office of Page 57 

Internal Affairs investigated and the OIG monitored during the reporting period, 
listed by geographical region. 

Appendix E contains the assessments for 72 critical incidents the OIG monitored Page 81 

during the reporting period, listed by geographical region. 

Appendix F contains the results and outcomes of 49 contraband surveillance watch 

cases the OIG monitored during the reporting period, listed by the date the Page 113 

department placed the inmate on contraband surveillance watch. 

Appendix G contains the 29 field inquiries the OIG concluded during the reporting Page 138 
period, listed by geographical region. 
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Appendix D1 

Monitored Deadly Force Incident Cases 
Central 


19 


Inddent Date OIG Case Number Case Type 

2016^9-29 16-0001951-RO Use of Deadly Force 


Incident Summary 

On September 29,2016, an officer observed three inmates beating another inmate who jppeared to be defenseless and unconscious. The officer fired a warning shot from a Mini-14 rifle, 
stopping the fight The iiyured inmate reedved medical treatment at the institutiorL The OIG responded to the scene. 


Disposition 

The institution's executive review committee determined the officer’s use of force conplied with policy. The OIG concurred The hiring author!^ provided training to officers regarding crime scene 
and evidence preservadoiL 


Incident Assessment 

The department's actions following the incident were not a dequa t e because officers did not secure the crime scene. 


After Incident Rating 

Insuffident 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical Inddent appropriate? 

Responding officers ne^ected to maintain the security of the crime scene prior to rmov^gthe inmates from the area. 


Prior to Incident Rating 

Suffident 


During Inddent Rating 

Suffident 


Inddent Date OIG Case Number Case Type 

2017-01-11 17-0000112-RO Use of Deadly Force 


Incident Summary 

On January 11,2017, an officer allegedly left a loaded handgun on abed at home. The officer’s three-year old daughter picked \tp and discharged the handgun, killing the officer’s one-year-old son. 


Disposition 

The hiring authority identified potential staff misconduct based on the officer’s alleged child endangerment and unlawful storage of afirearm and referred the case to the Office of Internal Affairs for 
investigation. The Office of Internal Affairs opened an investigation, which the OIG accepted for monitoring. 


Incident Assessment 

The department's actions were not adequate because the department failed to property notify the OIG and the Office of Internal Affairs and an officer allegedly left a loaded firearm unattended in the 
presence of a minor. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

e Did the hiring authority timely notify the Office of Internal Affairs of the Incident? 

The instUtiUon did not noUfyihe Office of Jhiternal Affairs, 

o Did the department timely notify the OIG regarding the critical Incident? 

The deparUneni learned of the incident on January 11,2017, butdidnotnotity the OIGuntilJanuary 13, 2017, two dttys later, 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The department's actions were not adequate because an officer allegedly negligently Ufi a loaded firearm unattended in the presence of a minor. 
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North 


Inddeiit Date OIG Case Number Case lype 

2015-05-23 15-0001051-RO Use of Deadly Force 


Incident Summary 

On May 23,2015, {^)|)roximately 100 inmates engaged in a riot on the exercise yard. An officer deployed a gas grenade. A second officer fired six less-lethal rounds, striking an inmate in thebaek 
with one round. The second officer also fired a warning shot finm a Mini-14 rifle, stopping the fighting. One inmate sustained injuries eaused by an inmate-manufaetured wet^mn and was treated at 
the institution. The inmate vibo was shot in the back with the less-lethal round sustained minor injuries and returned to a cell. The OIG responded to the scene. 


Disposition 

The institution's executive review oommittee determined the officers’ use of force ooni^lied with policy but recommended training for officers who did not timely submit reports, nurses for 
incon^lete medical assessments, and managers for failing to con^lete timely reviews. The OIG concurred. 


Incident Assessment 

The department's response was not adequate because nurses did not sufficiently complete medical assessments, officers did not sufficiently conduct checks on inmates or timely submit reports, the 
ciptain and associate warden did not timely review the incident, and the institution’s executive review committee did not timely review the incident 


Prior to Incident Roting During Inddent Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

o Was the critical Incident adequately documented? 

Nurses did not properly document medical assessments or complete a medical assessment on one inmate. Officers failed to conduct 15-minute checks on several inmates and failed to 
submit incident retorts prior to the end of their shift. The attain and associate warden did not timefy review the incident, 

o Did the use-of-foiee review committee adequately review and respond to the Incident? 

The institution's executive review committee did not conqflete its re^iew until 19 months after the incident. The d^artmentfaUed to complete training documenUxtion for incomplete 
documentation and late reports. 


Inddent Date OIG Case Number Case lype 

2016-08-14 16-0001852-RO Use of Deadly Force 


Incident Summary 

On August 14,2016, two inmates attacked a third inmate on the exercise yard, repeatedly kicking the inmate in the head. An officer fired one warning shot finm a Mini-14 rifle, stopping the attack. 
The department treated the third inmate at the institution. The OIG responded to the scene. 


Disposition 

The institution’s executive review oommittee determined that the officer’s use of force eonplied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 


Incident Assessment 

The department’s response was satis&ctory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Inddeat Date 

2016-12^12 


OIG Case Number 

16-000213a-RO 


Caseiype 

Use of Deadly Force 


Incident Summary 

On December 12,2016, two inmates attaeked a third inmate with inmate-manufeicturcd wet^ns oa the exercise yard. An ofScer d^loyed a pepper spray grenade, and two other officers fired three 
warning shots fi^wn Mini-14 rifles, stopping the attack. The inmate who was attacked was air-lifted to an outside ho^ital with serious iiyuries. The OIG responded to the scene. 


Disposition 

The institution's executive review committee determined that the officer’s use of force oonq>licd with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 


Incident Assessment 

The department's rc^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

During Inddaat Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Inddent Date 

OIG Case Number 

Caseiype 

2016-12-16 

1^002148-RO 

Use of Deadly Force 


Incident Summary 

On December 16,2016, two inmates repeatedly punched and kicked a third inmate. An officer attempted to fire less-lethal rounds, but inq)roperiy operated the less-lethal launcher and was unable to 
fire any less-lethal rounds. The inmates continued attacking the third inmate. The officer fired one warning shot firom a Mini-14 rifle, stopping the attack. Two of the three inmates were treated at the 
institution for injuries and released. One inmate refused treatment 


Disposition 

The institution's executive review committee determined the use of force complied with policy. However, the committee determined the officer inqnnperly used the less-lethal launcher; causing it 
to malfunction. The institution's executive review committee also determined a different officer untimely submitted a report, a nurse did not adequa t ely document the inmate's injuries, 
and a lieutenant failed to eon^lete required documentation, ensure the interview was properly conducted, or ensure another medical evaluation was eonqrleted. The OIG concurred with the 
executive review committee's determinations. The hiring authority provided training to address all identified issues. 


Incident Assessment 

The department's actions during and after the incident were not a dequa t e because the officer caused the less-lethal launcher to malfiinction. Also, the department did not timely orproperly conduct 
the inmate's interview, a lieutenant did not ensure a medical evaluation was oomplctcd, an officer submitted an untimely report, and a nurse did not adequa t ely document the inmate's iiyuries. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

o Were the department's aettons prior to, during, and after the critical Incident appropriate? 

An officer tnqfropefiy used the less-lethal launcher causing it to maffimetion. The inmate complaint office did not ensure the inmate was intendewed timely. The lieutenant who conducted 
the interviewfailed to con^lete required documentation, ensure the interview was conducted in an area free from noise and distraction, or ensure another medical evaluation was conqfleted 
of the injuries ident^d during the interview. An officer untimefy submitted a report and a nurse did not adequatefy document the inmate's tnfuries. 

0 Was the critical Incident adequately documented? 

The lieutenant who conducted the tnterviewfailed to complete required documentation, and a nurse did not adequatefy document the inmate's injuries. 

e Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 

The OIG idet^ied that the department did not timefy interview the inmate. 
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Inddeat Date 

2016-1 i-26 


OIG Case Number 

16-OOQ2162-RO 


Caseiype 

Use of Deadly Force 


Incident Summary 

On December 26,2016, an officer allegedly negligently discharged a round from a firearm during a wet^ns check inside an observation booth. 


Disposition 

The hiring authority identified potential staff misconduct based on the officer’s alleged negligent discharge of a firearm. Therefore, the hiring authority referred the matter to the Office of Internal 
AfEairs, The Office of Internal Affiiirs returned the matter to the hiring authority to take action without an investigation. The OIG accepted the case for monitoring. 


Incident Assessment 

The department's actions were not adequate because an officer allegedly negligently discharged a firearm and the department did not notify the OIG in a timely and sufficient manner. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

p Did the department timely notify the OIG regarding the critical Incident? 

The department learned of the incident on December 26, 2016, but did not noti^ the OIG until December 27, 2016, thereby preventing die OIG from real-time monitoring, 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

An officer aUegedfy neg^entfy discharged a firearm. 


Incident Date OIG Case Number Case lype 

2017-01-09 17-0000097-RO Use of Deadly Force 


Incident Summary 

On January 9,2017, tpproximately 30 inmates participated in arioton the exercise yard. Officers deployed approximately six pepper ^ray grenades. Two officers fired warning shots fixwn Mini-14 
rifles, stopping the attack. The OIG responded to the scene. 


Disposition 

The institution’s executive review committee determined that the officers’ use of force oonq)lied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 


Incident Assessment 

The department’s response was satisfactory in all critical aspects. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Sufficient 
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Inddeat Date OIG Case Number Case lype 

2017-01-17 17-0000113-RO Use of Deadly Force 


Incident Summary 

On January 17,2017, two inmates attaeked a third inmate on the exercise yard. An officer fired one less-lethal round, and other offieers dq>loyed pepper spray grenades. A third officer fired one 
warning shotfinma Mini-14 rifie, stopping the attack. The inmate who was attacked sustained puncture wounds, and the department tran^orted him to an outside ho^tal. The inmate returned to 
the institution four days later. The OIG responded to the scene. 


Dispositioii 

The institution's executive review oommittee determined that the use of force eon:^lied with policy. The OIG eoncurred. The hiring authority did not identify staff misconduct 


Incident Assessment 

The department’s rc^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Incident Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2017-02-16 

OIG Case Number 

17-0021814-RO 

CaseT^pe 

Use of Deadly Force 

Incident Summary 

On February 16, 2017, two inmates attaeked and stabbed another inmate on the exercise yard. Three officers deployed pepper spray to stop the attack. One of the officers also used a tear-gas 


grenade. The second and third officers joined two other officers and struck one of the attacking inmates 18 times with their batons. A sixth officer struck the same attacking inmate one time in the 
head with abaton, \^chstopped the attack. The inmate who was stuck in the head and the inmate who was stabbed were taken to an outside hospital and returned the same day. The OIG rc^nded 
to the scene. 


Disposition 

The institution’s executive review committee determined that the officer’s use of force complied with policy. The OIG concurred. The hiring authorify did not identify any staff misconduct 


Incident Assessment 

The dpartment’s reponse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Inddeat Date OIG Case Number Case lype 

2017-02.18 17-0021 g32.RO Use of Deadly Force 


Incident Summary 

On February 18, 2017, an officer allegedly negligently discharged a handgun while conducting a wet^on safe^ check. The round struck the tower window facing an unmanned tower and open 
hillside. The OIG responded to the scene. 


Disposition 

The hiring authority identified potential staff misconduct based on the officer’s alleged negligent discharge of a firearm. Therefore, the hiring authority referred the case to the Office of Internal 
AfEairs for investigation. The Office of Internal AfEairs returned the case to the hiring authority to take action without an investigation. The OIG accepted the case for monitoring. 


Incident Assessment 

The department's actions were not adequate because an officer allegedly negligently discharged a firearm. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Sufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The departm€nt*s actUms were not <q)propfiate because an officer allegedly negUgentfy discharged affrearm. 


Incident Date OIG Case Number Case lype 

2017-02-25 17-0021881-RO Use of Deadly Force 


Incident Summary 

On February 25, 2017, three inmates repeatedly punched and kicked afourth inmate on the exercise yard. An officer deployed apepper ^ray grenade and then fired one warning shot from a Mini- 
14 rifie, but the attack continued until two other officers and a sergeant deployed pepper spray. The OIG re^ndedto the scene. 


Disposition 

The institution's executive review committee determined that the use of force con^lied with policy. However, the committee also determined the first officer’s action of reloading a round into the 
Mini-14 rifie violated policy. The OIG concurred. The hiring authori^ provided training to the officer. 


Incident Assessment 

The department's actions after the incident were not adequate because the first officer reloadeda round into the Mini-14 after the incident in violation of policy. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 
The officer reloaded a round tnk> the Mtni-14 rifle qfler the incident in violation of policy. 
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Inddeat Date 

2017-03-15 


OIG Case Number 

17-0022086-RO 


Caseiype 

Use of Deadly Force 


Incident Summary 

On March 15,2017, three inmates attaeked a fourth inmate on the exercise yard. An officer fired one warning shot fi»m a Mini-14 rifle, whieh stopped the attaek. Two of the inmates suffered 
iiyuries consistent with fighting and were transported to an outside hospital. The inmates returned to the institution the same day. The OIG rc^ndedto the scene. 


Disposition 

The institution’s executive review oommittce determined that the use of force complied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct but provided 
training to the nurses regarding report writing. 


Incident Assessment 

The department’s actions following the incident were not adequate because nurses did not adequately complete required documentation. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 
Nurses did not adequatefy conq>lete required documentation, 

o Was the critical Incident adequately documented? 

Nurses did not adequatefy conqflete required documentation. 


Incident Date OIG Case Number Case lype 

2017-04-04 17-0022241-RO Use of Deadly Force 


Incident Summary 

On April 4,2017, a sergeant allegedly negligently discharged a firearm when trying to catch the firearm as it slipped fiY>m his hand during a wetpons check. The OIG reponded to the scene. 


Disposition 

The hiring authority identified potential staff misconduct based the officer's alleged negligent discharge of a firearm and referred the case to the Office of Internal Affairs for investigation The 
Office of Internal Affairs returned the case to the hiring authority to take action without an investigadorL The OIG accepted the case for monitoring. 


Incident Assessment 

The department’s actions were not adequa t e because a sergeant allegedly negligently discharged a firearm and the department did not obtain apublic safety statement 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

o Were the department's actions prior to, durli^ and after the critical Inddent appropriate? 

A sergemtaUegedfy ne^gentfy discharged a firearm and the depafimentdidnot obtain a public sqfefy statement fiom the sergeant 
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Inddeat Date 

2017-04-19 


OIG Case Number 

17-0022396-RO 


Caseiype 

Use of Deadly Force 


Incident Summary 

On April 19,2017, two inmates attaeked a third inmate with an in mate-manufactured wet^on on the exercise yard. Bight officers d^loyed pqiper ^ray and pepper ^ray grenades. A ninth officer 
fired one warning shotfiwn a Mini-14 rific, stopping the attack. The third inmate sustained puncture wounds. The department transported the third inmate to an outside ho^ital and he returned to 
the institution the same day. The OIG responded to the scene. 


Disposition 

The institution’s executive review eommittee determined that the officer’s use of force eon^lied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 

Incident Assessment 



The department’s re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Inddeat Date OIG Case Number Case Type 

2017-05-<17 17-0022590-RO Use of Deadly Force 


Incident Summary 

On May 7,2017, an officer allegedly negligently discharged a handgun while performing a we{^>ons safe^ cheek in a dining room where nobody else was present The OIG responded to the scene. 


Disposition 

The hiring authority identified potential staff misconduct based on the officer’s alleged negligent discharge of a fircamt Therefore, the hiring authority referred the case to the Office of Internal 
AEGairs for investigation. The Office of Internal Affiiirs returned the case to the hiring authority to take action without an investigation The OIG acoq)ted the case for monitoring. 


Incident Assessment 

The department's actions were not adequate because an officer allegedly negligently discharged a handgun, and the department did not obtain a public safe^ statement 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The department's actions were not adequate because an officer allegedly negligentfy discharged a handgun, and the d^artment did not obtain a public safety statementfrom the officer. 
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South 


Inddeiit Date OIG Case Number Case lype 

2017-02^11 17-0021773-RO Use of Deadly Force 


Incident Summary 

On February 11,2017, an officer allegedly negligently diseharged his personal firearm into a clearing barrel. The OIG re^ndedto the scene. 


Disposition 

The hiring authority identified potential staff misconduct because the officer allegedly negligently discharged a firearm. Therefore, the hiring authority referred the case to the Office of Internal 
AfEairs for investigation. The Office of Internal AfiGairs opened an investigation, which the OIG accepted for monitoring. 


Incident Assessment 

The department's actions were not adequate because an officer allegedly negligently discharged a firearm. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Sufficient 


Assessment Questions 

e Were the department's actions prior to, during, and after the critical Incident appropriate? 

An officer allegedfy negUgentfy discharged a firearm, 

0 Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 
The OIG identfied that the negligent discharge didnotconqffy with the departments use-of-force policy. 


Inddent Date OIG Case Number Case lype 

2017-02-15 17-0021815-RO Use of Deadly Force 


Incident Summary 

On February 15, 2017, two inmates attacked a third inmate on the exercise yard. An officer fired two warning shots firom a Mini-14 rifle, but the attack continued until a second officer 
deployed pepper spray. The department transported the inmate who was attacked to an outside ho^tal and the inmate returned the same day. The OIG responded to the scene. 


Disposition 

The institution’s executive review committee determined that the officer’s use of force con^lied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 


Incident Assessment 

The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Inddeat Date OIG Case Number Case lype 

2017-04-03 17-0022226-RO Use of Deadly Force 


Incident Summary 

On April 3,2017, a sergeant allegedly negligently diseharged a handgun while atten^ting to clear the firearm in an office, and the bullet struck a con^uter speaker. The OIG re^nded to the seene. 


Disposition 

The hiring authority identified potential staff miseonduct based on the alleged negligent diseharge of a firearm. Therefore, the hiring authority referred the ease to the Office of Internal Affairs for 
investigation. The Office of Internal Affairs opened an investigation, which the OIG accepted for monitoring. 


Incident Assessment 

The department's actions were not adequate because a sergeant allegedly negligently discharged a firearm. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Sufficient 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical incident appropriate? 

The department's actions were not <^r<priate because the sergeant allegedly discharged a firearm in an office, striking a conputer speaker. 
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Appendix D2 26 

INVESTIGATED AND MONITORED DEADLY FORCE INCIDENT CASE SUMMARIES 

Central 


Inddent Date OIG Case Number Case Type 

2016-01-06 16-0000139-IR Use of Deadly Force Administrative 


Lftddeiit Summary 

On January 6,2016, an officer; while handling and securing a firearm, allegedly unintentionaily discharged one round firon the firearm into the wei^ons storage locker. The Office of Internal Affiairs 
responded to the scene and conducted a criminal investigation. The OIG also responded. Although the Office of Internal Affiurs did not identify criminal conduct, pursuant to departmental policy, it 
referred the matter to the district attorney’s office for review. The Office of Internal Affiiirs also opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Wetqwns 

1. Sustained 

Salary Reduefion 

Salary Reduetioii 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force did not oomply with policy, and the hiring authority mq)osed a 5 percent salary reduction for three months. The OIG 
concurred. After the Skelfy hearing, the hiring authority decided to reduce the penalty to a one-working-day suspension. The OIG did not concur and elevated the matter to the hiring authority’s 
sipervisor. Before the hiring authority’s sipervisor could consider the matter; the hiring authority rescinded the decision to modify the penalty and reinstated the 5 percent salary reduction for three 
months. The officer did not file an tppeal with the State Personnel Board. 


Disciplinary Assessment 

The department did not con^ly with procedures governing the disciplinary process because the department did not timely conduct the disciplinary findings conference or propeiiy conduct the Skelfy 
hearing. The department attorney did not prepare an adeq u a t e disciplinary action or adequately cooperate with the OIG, 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the HA timely consult with the OIG and the department attorney (If applicable) regarding disciplinary determinations prior to making a final decision? 

Tlte Deadfy Force Review Board returned the case to the hiring authortfy on November 3,2016, However, the hiring audtorify did not consult Mith the OIG and the department attorney 
regarding the discfylirutry determinations until December 6,2016, 33 days thereafter, 

0 Was the draft disciplinary action provided to the OIG for review appropriately drafted as described In the DOM? 

The drt^ disefylinary action did not accurately cite legal authorify governing peace officer cortftdentkdity orir^orm the officer of his ri^ to respond to an uninvolved manager, 

o Was the disciplinary action served on the subject (s) appropriately drafted as described In the DOM? 

The disefylinary action served on the officer did not accuratefy cite legal audtorify governing peace officer conftdentialify or irform the office of his r^u to respond to an unirtvolved 
manager, 

o If there was a Skelly hearing, was It conducted pursuant to DOM? 

The offiicer inappropHatefy conducted her ovm irtvesUgadon <ffier the Skelfy hearing, 

0 If an executive review was Invoked In the case, did OIG request the executive review? 

The OIG soug^ a hi^ier level of review when dte hiring authorify decided to accept the Slcelfy officer*s recommendation to ignore the Deadly Force Review Boardfinding that the officer 
was negligent in violadr^ the department's use-of-forcepolUy and to reduce theperudfy to a one-working-day suspension, 

0 Did the department attorney or employee relations officer cooperate with and provide continual real-time consultation with the OIG throughout the dlsclpltnary phase? 

The d^rartment attorn^ did not provide the OIG a reasonable amount of time to review the draft disefylinary action, 

o Was the disciplinary phase conducted with due diligence by the department? 

The delay is addressed in a prior question. 
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Inddeat Date OIG Case Number Case Type 

2016-07-30 16-0001833-IR Use of Deadly Force Administrative 


Inddeat Summary 

On July 30,2016, an Office of Corrcetional Safety ^eial agent allegedly shot and killed an injured deer. The Office of Internal Affiiirs did notre^nd to the scene buteondueted a eriminal 
investigation. Although the Office of Internal Affiurs did not identify any criminal conduct, pursuant to departmental policy, it referred the matter to the district attorney's office for review. The 
Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Wetqmns 

1. Exonerated 

No Penalty Imposed 

No Penalty Inqwsed 


Pre-disdplinary Assessment 

The department did not con^ly with policies and procedures governing the pre-diseiplinary process because the hiring authority did not adequately or timely respond to or document the incident, 
and the special agent did not adequately consult with the department attorney or the OIG or conduct a timely and thorough investigation. The department attorney did not timely assess the deadline 
for taking disciplinary action, adequa t e l y consult with the ^eial agent or the OIG, and provided poor legal advice to the hiring authorify, and the hiring authorify incorrectly fourul the investigation 
sufficient. As a result of the fiulures, witnesses had difficulfy remembering the incident, and the Office of Internal Affiurs did not collect and preserve crucial evidence or thoroughly investigate the 
incident 


Procedural Rating Substantive Rating 

Insufficient Insufficient 


Assessment Questions 

o Did the HA timely respond to the critical Incident? 

The hiring authority learned of the incident on My 30,2016, but did not begin to review the incident until August 1, 2016, two days later, 

o Did the Institution timely notify the Office of Internal Affairs of the Incident? 

The hMng authority learned of the incident on Jufy 30,2016, butfailedtonot^theOfficeoflntemal Affairs until August 2, 2016, three <kofs later, 

0 Did the department timely notify OIG of the critical Incident? 

The hiring authority learned of the incident on Jufy 30,2016, but failed to no^ the OIG until August 2, 2016, three days later, 

o Was the HA's response to the critical Incident appropriate? 

The hiring authority did not ttmefynoti^ the Office of Internal Affairs or collect and preserve the firearm, 

0 Was the critical Incident adequately documented? 

The depcfftinent did not adequatefy document the location of or witnesses to the incident 

0 Did the special ^ent adequately confer with the OIG upon case Initiation and prior to Analfalng the Investigative plan? 

The special agent did not consult vdth the OIG b^ore formulating the investigative plan and did not provide the OIG witit a completed investigative plan, 

o Did the special agent adequately confer with the department attorney upon case Initiation and prior to finalizing the Investigative plan? 

The special agent did not consult with the diriment attorney b^ore formulating the irtvestigativeplart 

0 Vi^thln 21 calendar days, did the department attorney or employee relations officer correctly assess the deadline for taking disciplinary action and make an entry Into the case 
man^ement system confirming the date of the reported Incident, the date of discovery, the deadline for taking disciplinary action, and any exceptions to the deadline known at 
the time? 

The department attorney was assigned August 26, 2016, but did not make an entry into the case managem&U system regarding the deadline for taking disc^ltnary action until April 25, 
2017, ei^ months thereafter, 

0 No later than 21 calendar days foUowtim ass^nment of the case, did the department attorney contact the ass^ed special ^ent and the monitor to discuss the elements of a 
thorough Invest^tlon of the alleged misconduct? 

The dqrartment attorney never contacted the assigned special agent or the OIG to discuss the elements of a thorou^ investigation, 
o Was the Investigation thorough and appropriately conducted? 

The Office of Internal Affairs didnot thoroughly inspect or test the firearm, make appropriate efforts to contact perc^ient witnesses, or adequ a te ly investigate whether the special agent 
allegedly dissuaded witnesses from cooperating with the investigation, 

o Did the HA properly deem the Office of Internal Affslrs Investigation sufficient or Insufficient? 

The hiring authority deemed the investigation sufficient despite the OIG*s recommendation that the Office of Internal Affairs make additional ^orts Ur interviewperctyientwitriesses 
to determine whether the special agent dissuaded them from cooperating with the irtvestigation, 

0 Did the HA properly determine whether additional Investigation was necessary? 

The hiring authority inproperty determined the Office ofInternal Affairs conducted a sufficient investigation even though the Office of Internal Affairs did not take sufficiertist^s to 
interviewperctyient witnesses. 
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0 Did the department attorney provide appropriate legal consultation to the HA regarding the sufficiency of the Investigation and Investigative findings? 

The d^artment attorney did not advise the hiring au^rity that additional investigation was necessary to determine whether the special agent dissuadedperc^ient witnesses 
Jfom cooperating with the investigation, 

o Did the special agent and department attorney cooperate and provide real-time consultation with each other throughout the pre-dlsclpllnary phase? 

The special agent and the department attorney did not consultwith each other i^on case initiation and prior to finalizing the investigative plan, 

o Did the HA cooperate with and provide continual real-time consultation with the OIG throughout the pie-dlsdpllnary^vesti^atlve phase? 

The hiring authority did notprovide the OIG vtith the form documenting the investigatiwfindings. 

0 Did the department conduct the pre-dlsdpllnary/lnvestlgatlve phase with due diligence? 

The delays are addressed in prior questions. 


Disposition 

The Deadly Force Review Board found that the special agent's use of deadly force con^lied with policy The hiring authority subsequently exonerated the special agent, and the OIG concurred, 
based on the state of the investigation provided by the Office of Internal Affiurs. 
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Inddeat Date OIG Case Number Case Type 

2017-01-05 17-0021 g02-IR Use of Deadly Force Administrative 


Inddeat Summary 

On January 5,2017, an officer allegedly negligently diseharged a handgun, shooting himself in the foot during training. The OIG re^nded to the scene. 


Administrative Investigation 


Allegations Findings 

1. Wet^ns 1. Sustained 


Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre^iisciplinary process because the Office of Internal Affiiirs did not rc^ond to the incident or open a deadly force investigatiorL 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the Office of Internal Affairs adequately respond to the Incident? 

The Office of Internal Affairs didnot respond, 

0 Did the Office of Internal Affairs make an appropriate Initial determination regarding the case? 

The Office of Internal Affairs didnot open a deadfyforce investigation despite the use ofdeadfyforce caustngan tr^ury, 

o Did the Office of Internal Affiiirs properly determine whether the case should be opened as a Deadly Force Investigation Ibam investigation? 
TheOfficeofInternal Affairs did not (pen a deadfy force investigation. 


Disposition 

The hiring authority sustained the allegation and issued a letter of reprimand. The OIG did not concur with the penalty but did not seek a higher level of review due to conffieting evidence regarding 
the seriousness of the alleged misconduct. The offieer did not file an ippeal with the State Personnel Board. 


Disciplinary Assessment 

The department did not con^ly with policies and procedures governing the disciplinary process because the department attorney provided poor legal advice and pr^ared an insufficient disciplinary 
action, and the hiring authority in^sed an inappropriate penalty. 


Procedural Rating Substantive Rating 

Insufficient Insufficient 


Assessment Questions 

o Did the department attorney provide appropriate legal consultation to the HA regarding disciplinary determinations? 

The department attorn^ provided poor legal advice by fading to recommend the (ppropriate disefylinary matrix section, contributing to the hiring authofify issuinga letter of reprinutnd 
instead of a more epprepriate penalfyofasakoy reduction, 

0 Did the HA who participated In the disciplinary conference select the appropriate Employee Dlsdpllnary Matrix charges and causes for discipline? 

The hiring authority did not select the matrix charge most consistent with gross negligence in handling a Jirearm despite evidence of negligence, 

o Did the HA who participated In the disciplinary conference select the appropriate penalty? 

The hiring auihorify issued a letter of r^rrirrumd instead of a penalty more consistent with g^oss negligence in handling a firearm. 

e Was the draft dlsclpltnary action provided to the OIG for review appropriately drafted as described In the DOM? 

The draff disefylinary action did not cite the correct k(w governing peace officer cortffdendality r^erence all necessary documents, or advise the officer of his ri^ to respond to an 
untnvolved manager in accordance with policy, 

0 Was the disciplinary action served on the subject (s) appropriately drafted as described in the DOM? 

The final disefylinary action did not cite the correct htw governing peace officer carfidendality or advise the officer of his to respond Ur an untnvolved manager in accordance widt 
policy. 


InitUl Penalty Final Penalty 

Letter of Reprimand Letter of Reprimand 
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North 


Inddeat Date OIG Case Number Case Type 

2016-03-09 16-0001204-IR Use of Deadly Force Administrative 


Inddeat Summary 

On March 9,2016, an officer allegedly negligently diseharged a round horn a handgun during an armory inventory, failed to timely report the negligent diseharge, removed the diseharged bullet 
easing horn the scene and discarded it at home, and was allegedly dishonest to responding officers when he told them nothing had happened. On March 10,2016, the officer allegedly convicted a 
false armory inventory and was dishonest to another officer regarding the inventory, and on March 12,2016, allegedly submitted a false memorandum regarding the incident 


Administrative Investigatioa 


Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Dishonesty 

1. Sustained 

Dismissal 

Resignation in Lieu of Termination 

2. Wes^wns 

2. Sustained 



3. Failure to Report 

3. Sustained 



4. Dishonesty 

4. Not Sustained 




Disposition 

The hiring authority sustained the allegations, except that the officer submitted a fabc memorandum, and dismissed the officer. The OIG concurred with the hiring authority’s determinations except 
for the decision to not sustain the allegation regarding the false memorandum, The OIG did not seek a higher level of review because the other allegations were sustained and the correct penalty 
inqwsed. The officer filed an ^eal with the State Personnel Board. However^ pursuant to a settlement agreement, the officer resigned in lieu of dismissal and agreed to never seek cnq)loymcnt with 
the department in the future. The OIG concurred because the ultimate goal of ensuring the officer did not work for the department was achieved. 


Dijsdplinnry Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing the disciplinary process. 


Procedural Rating Substantive Rating 

Sufficient Sufficient 
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Incident Date 

2016-03-19 

OIG Case Number 

16-000092g-IR 

Caseiype 

Use of Deadly Force Administrative 

Incident Summary 

On March 19,2016, an Office of Internal Affiurs special agent fired two rounds at and killed a pit bull that ran toward him outside his residence. The Office of Internal Affiiirs and the OIG 
responded to the scene. 

Administrative Investigation 

Allegations 

1. Discharge of Lethal ^^n 

Findings 

1. Exonerated 

Initial Penalty Final Penalty 

No Penalty Irtposed No Penalty Inposed 

Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre^iisciplinary process because the department delayed cornpleting the investigation. 

Procedural Rating 

Insufficient 


Substantive Rating 

Sufficient 


Assessment Questions 


o Did the department conduct the pre-dtacipltnary^vesti^atlve phase with due diligence? 

The Office of Internal Affairs did not complete the deadfyforce investigation within 90 days of the incident date pursuant to the departments guidelines. The incident took place onMarch 
19,2016, but the Office of Internal Affairs did not conplete the investigation tmtilJme 27,2016,100 days thereafter. 


Disposition 

The Deadly Force Review Board found that the special agent's use of deadly force con^lied with the department's use-of-force poliey. The hiring authori^ subsequently exonerated the fecial 
agent, and the OIG coneurred. 
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Inddeat Date OIG Case Number Case Type 

2016-05-16 16-0001456-IR Use of Deadly Force Administrative 


Inddeat Summary 

On May 16,2016, three inmates stabbed a fourth inmate with inmate-manuEactured wea^wns on the exercise yard. An ofBeer fired one round firom a Mini-14 rifle, striking one of the attacking 
inmates and stopping the attaek. The department transported the inmate who was shot and the inmate who was stabbed to outside ho^itals, following whieh both inmates returned to the institution. 
The Office of Internal Affiurs responded to the scene and condueted aeriminal investigation. The OIG also responded. Although the Office of Internal Affiurs did not identify eriminal conduct, 
pursuant to departmental policy, it referred the matter to the district attorney's office for review. The Office of Internal Affairs also opened an administrative investigation, which the OIG accepted 
for monitoring. 


Administrative Investigation 


Allegations 

1. Use of Deadly Force 


Findings 

1. Exonerated 


Initial Penalty Final Penalty 

No Penalty Imposed No Penolfy Imposed 


Pre-disdplinary Assessment 

The department did not con^ly with policies and procedures governing the pre-diseiplinary process because the investigative services unit did not handle evidence appropriately and the special 
agent did not timely complete the investigation. The special agent did not make con^lete entries in the case management system. 


Procedural Rating Substantive Rating 

Insufficient Insufficient 


Assessment Questions 

o Did the Investlgattve services unit, or equivalent tnvesttgattve personnel, adequately respond to the critical Incident? 

The tnvesUgattve services unit imqgfropriatefy collected crime-scene evidence, consisting of blood-stained clothing the Inmates wore, and hung the clothing on a clothesline on the patio 
outside of the investigative services unit, contrary to cggffopriate practice for preserving evidence, 

0 Did the special i^ent appropriately enter case activity In the case man^ement system? 

The special agent did not make an entry regarding the tasks performed on the day of the incident, 

o Did the department conduct the pre-dlsdpllnary^vesti^attve phase with due dll^ence? 

The Office of Internal Affairs did not complete the deadfyforce investigation within 90 d(^ of the incident date pursuant to the depariment's guidelines. The incident took place May 16, 
2016, but the Office of Internal Affairs did not complete the investigation until August 19, 2016,95 dc^ thereafter. 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force con^lied with policy, and the hiring authorify subsequently exonerated the officer. The OIG concurred 
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InddeatDate 

2016-05-27 


OIG Case Number 

16-0001665-IR 


Caseiype 

Use of Deadly Force Administrative 


Inddeat Summary 

On May Tl, 2016, t^iproximately 40 inmates attaeked ten inmates on the exercise yard. An officer fired two warning shots fisom a Mini-14 rifle, stopping the riot Approximately 50 other inmates 
attaeked eight inmates on an adjacent exercise yard. Two other offieers fired two rounds each, and a fourth officer fired three warning shots fayaa. Mini-14 rifles, stopping the fight The department 
transited nine inmates to outside hospitals for injuries. Seven inmates returned to the institution the same day. The other two inmates returned later. The Office of Internal Affiurs responded to the 
scene and conducted a criminal investigation. The OIG also re^nded. Although the Office of Internal Affairs did not identify any criminal conduct, pursuant to departmental policy, it referred the 
matter to the district attorney’s office for review. The Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 


Allegations 

1. Use of Deadly Force 


Findings 

1. Exonerated 


Initial Penalty Final Penalty 

No Penalty Imposed No Penalty Imposed 


Pre-disdplinary Assessment 

The department did not con^ly with procedures governing the pre-disciplinary process because the Office of Internal Affiiirs did not timely eonq)lete the investigationL The department attorney did 
not review the draft investigative report in a timely manner. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o within 21 calendar days following receipt of the Investtgatlve report, did the department attorney review the report and provide appropriate substantive feedback addressing the 
thoroughness and clarity of the report? 

The Offke ofIntemal Affairs provided the dn^repcffi to the department attorney m September 19,2016.However, the department attorney did not document review of the r^fort in the 
case management system or provide ippropriate substantive feedback addressing the ihorou^mess and darity of the rport until October 12, 2016, 22 days after recent, 

o Did the department conduct the pre-dlsclpllnary^vesti^attve phase with due dll^ence? 

The Office ofInternal Affairs did not complete the deadfyforce irtvestigation within 90 days of the incident date pursuant to the department's guideUnes, The incident tookplace Mey 27, 
2016, but the Office of Internal Affairs did not complete the investigation until October 17, 2016, over four mondts later. 


Disposition 

The Deadly Force Review Board found that the officers' uses of deadly force complied with the department's use-of-force policy. The hiring authority exonerated the officers. The OIG concurred. 
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Inddeat Date OIG Case Number Case Type 

2016-07-28 16-000182g-IR Use of Deadly Force Administrative 


Inddeat Summary 

On July 28,2016, an officer saw a man brandish a knife at numerous persons in and outside of a store. The man refused to surrender the knife and behaved erratieally, swinging the knife at 
bystanders and lunging at the offieer. The officer fired one round fiom his wet^n, striking the man in the chest, causing him to fall and drop the knife. Outside law enforcement responded to the 
scene. An ambulance transported the man to an outside hospital ^toe he was placed in a medically-induced coma. The hospital removed the man fiom the medically-induced coma on August 2, 
2016, and placed him in intensive care. The department timely notified the OIG. The Office of Internal AfEairs and the OIG responded to the scene. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Wetqmns 

1. Exonerated 

No Penalty Imposed 

No Penalty InqMscd 


Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre-diseiplinary process because the department attorney did not timely provide feedback regarding the investigative report and the 
hiring authori^ delayed conducting the investigative findings conference. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o within 21 calendar days following receipt of the Investlgattve report, did the department attorney review the report and provide appropriate substantive feedback addressing the 
thoroughness and clarity of the report? 

The Office of Internal Affairs provided the dnfft report to the department attorney on October 14,2016, but the department attorney neglected to providefeedback regarding the report until 
November 10, 2016, 27days theretffier, 

0 Did the department attorney provide written confirmation summarizing all critical discussions about the Investi^ttve report to the special ^ent with a copy to the OIG? 

The depofiment attorney did not provide written confirmation to die OIG summarizing critical discussions about the investigative report 

0 Did the HA timely consult with the OIG and department attorney (If applicable), regarding the sufficiency of the In vesti^tlon and the Investlgattve findings? 

The Office of Internal Affairs rettaned the case to the hiring authority on April 14, 2017, However, the hiring authorify did not consult vdth the OIG and the department attorney regarding 
die sifficiencyofthe investigation and the tnvestigattvefindings until 32 days thereafier, 

o Did the department conduct the pre-dlsctpltnaryfinvesttgattve phase with due diligence? 

The delays are addressed in prior questions. 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force con^lied with policy. The hiring authority subsequently exonerated the officer, and the OIG concurred. 
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InddeatDate 

2016-08-06 


OIG Case Number 

16-0001841-IR 


Caseiype 

Use of Deadly Force Administrative 


Inddeat Summary 

On August 6,2016, an inmate attaeked a second inmate with an in mate-manufactured weapon on the exercise yard. Officers fired seven less-lethal rounds and d^loyed two pepper ^ray grenades, 
but the kept fighting. An officer fired one round fisom a Mini-14 rifle at the first inyna t e and yni ssed^ but the imnflte s stopped fighting. The first initiate sustained minor iiyuries. The 

department sent the second inmate to an outside ho^tal for treatment of stab wounds, and he returned to the institution the next morning. The Office of Internal Affiurs responded to the scene and 
conducted a criminal investigation. The OIG also re^nded. The Office of Internal Affiairs did not identify criminal misconduct but did not refer the matter to the district attorney’s office for review 
as required by departmental policy. The Office of Internal Affiiirs opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 


Allegations 

1. Use of Deadly Force 


Findings 

1. Exonerated 


Initial Penalty Final Penalty 

No Penalty Imposed No Penalfy Imposed 


Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre-disciplinary process because officers allowed inmates to walk through the crime scene, the investigative services unit 
inappropriately cleared the crime scene, and the department attorney did not note the exception to the deadline to take disciplinary action. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o Was the HA's response to the critical Incident appropriate? 

Officers allowed Inmates to walk through the ertme scene to return to thetr buildtngs. The tnvesttgattve servtces unit cleared the crime scene b^ore special agents Jrom the deadly force 
investigation team arrived at the institution, 

0 Did the Investitive services unit, or equivalent Investitive personnel, adequately respond to the critical Incident? 

The tnves^adve services unit cleared the crime scene b^ore the special agents Jrom the deadfyforce investi&ttion team arrived at the histitution, 

o Wthln 21 calendar days, did the department attorney or employee relations officer correctly assess the deadline for taking disciplinary action and make an entry Into the case 
man^ement system confirming the date of the reported Incident, the date of discovery, the deadline for taking disciplinary action, and any exceptions to the deadline known at 
the time? 

The depof^ent attorney assessed the deadline for taking disc^lhitpyacUon without noting dte criminal investigation as an applicable exception. 


Disposition 

The Deadly Force Review Board found the officer’s use of force conplied with policy. The hiring authority subsequently exonerated the officer. The OIG concurred. 
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Incident Date 

2016-08-06 


OIG Case Number 

16-0001 g42-IR 


Caseiype 

Use of Eteadly Force Criminal 


Incident Summary 

On August 6,2016, an inmate attaeked a second inmate with an in mate-manufactured weapon on the exercise yard. Officers fired seven less-lethal rounds and d^loyed two pepper ^ray grenades, 
but the inmate kept fighting. An officer fired one round fisom a Mini-14 rifle at the first inyna t e and but the imnate s stopped fighting. The first initiate sustained minor iiyuries. The 

department sent the second inmate to an outside ho^tal for treatment of stab wounds, and he returned to the institution the next morning. The Office of Internal Affiurs responded to the scene and 
conducted a criminal investigation. The OIG also re^nded. The Office of Internal Affiairs did not identify criminal misconduct but did not refer the matter to the district attorney’s office for review 
as required by departmental policy. The Office of Internal Affiiirs opened an administrative investigation, which the OIG accepted for monitoring. 


Crimiiial Investigation 


Investigative Assessment 

The department did not coniply with policies and procedures governing the investigative process because the investigative services unit did not properly preserve the crime scene, the Office of 
Internal Affiiirs did not timely conduct the investigation, and the Office of Internal Affiurs did not refer the matter to the district attorney’s office as required by departmental policy. 


Procedural Rating Substantive Rating 

Insufficient Insufficient 


Assessment Questions 

0 Was the HA's response to the critical Incident appropriate? 

Officers allowed Inmates to walk through the crime scene to return to their buildings. The investigative services unit cleared the crime scene b^ore the special agents arrived at the 
institution, 

o Did the Investigative services unit, or equivalent Investigative personnel, adequately respond to the critical Incident? 

The investigative services unit cleared the crime scene b^are the special agents arrived at the institution, 

0 Did the criminal Deadly Force Investigation Team special agent conduct all Interviews within 72 hours? 

The special agent did not conduct all tnteniews vrithin 72 hours, 

0 Did the Office of Internal Affairs appropriately determine whether there was probable cause to believe a crime was committed and. If probable cause existed, was the 
Investigation referred to the appropriate i^ency for prosecution? 

The Office of Internal Affairs didnotr^erthe matter to the district attomey*s office as required by policy, 

o Did the department conduct the pre-dlsctpllnary/lnvestlgatlve phase with due diligence? 

The special agent ^fent more than 90 hours preparing and conpleting the 34page draft investigative report 
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Inddeat Date OIG Case Number Case Type 

2016-10-12 16-0001975-IR Use of Deadly Force Administrative 


Inddeat Summary 

On Oetober 12,2016, two inmates stabbed a third inmate with inmate-manufactured wet^ns. An officer fired one round firom a Mini-14 rifle at one of the attacking inmates but missed. The 
inmates stopped fighting. Officers transported the stabbed inmate to an outside hospital and later returned the inmate to the institution. The Office of Internal Affiurs re^onded to the scene and 
conducted a criminal investigation. The OIG also responded. The Office ofintcmal Affiurs did not identify criminal conduct but did not refer the matter to the district attorney's office as required by 
departmental policy. The Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Wetpons 

1. Exonerated 

No Penalty Imposed 

No Penalty IrtqMscd 


Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre-diseiplinary process because the investigative services unit did not timely provide evidence to the Office of Internal Afigurs 
and the department attorney did not timely note one of the exceptions to the deadline to take disciplinary action. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o Did the investtgattve services unit, or equivalent Investigative personnel, adequately respond to the critical Incident? 

The invesOgattve services unit did not provide requested evidence to the Office of Internal Affairs until eight weeks after the incident and initial request 

0 Wthln 21 calendar days, did the department attorney or employee relations officer correctly assess the deadline for taking disciplinary action and make an entry Into the case 
man^ement system confirming the date of the reported Incident, the date of dlscoveiy, the deadline for taking disciplinary action, and any exceptions to the deadline known at 
the time? 

The departmentattomey was assisted on November S, 2016, but did not assess one of the exceptions Uo the deadline to take disc^ltnary action until May 23,2017, sixmonths after 
assignment 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force con^lied with policy. The hiring authority exonerated the officer. The OIG concurred. 
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Incident Date 

2016-10-12 


OIG Case Number 

16-000197<^-IR 


Caseiype 

Use of Eteadly Force Criminal 


Incident Summary 

On October 12,2016, two inmates stabbed a third inmate with inmate-manufactured wet^ns. An officer fired one round firom a Mini-14 rifle at one of the attacking inmates but missed. The 
inmates stopped fighting. Officers transported the stabbed inmate to an outside hospital and later returned the inmate to the institution. The Office of Internal Affiurs re^onded to the scene and 
conducted a criminal investigation. The OIG also responded. The Office of Internal Affiurs did not identify any criminal conduct but did not refer the matter to the district attorney’s office for review 
as required by departmental policy. The Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Ciiminal Investigation 


Investigative Assessment 

The department did not oonq)ly with procedures governing the investigative process because the Office of Internal Affiurs did not timely complete the investigation or refer the matter to the district 
attorney’s office. 


Procedural Rating 

Insufficient 


Substantive Rating 

Sufficient 


Assessment Questions 

0 Did the Office of Internal Affiilrs appropriately determine whether there was probable cause to believe a crime was committed and, if probable cause existed, was the 
investigatton referred to the appropriate agency for prosecution? 

The Office of Internal Affairs didnotr^erthe matter to the district attorney's office as policy requires, 

o Did the department conduct the pre-disciplinary/lnvesttgatlve phase with due diligence? 

The incident took place on October 12,2016, buttheOfficeoflnternal Affairs did not con^lete the investigation until February 2, 2017,113 dtQfs after the incident 
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Incident Date 

2016-10-17 

OIG Case Number 
16-0002116-IR 


Caseiype 

Use of Deadly Force Administrative 

Incident Summary 

On October 17,2016, an officer allegedly negligently disehaxged his duty wet^n while conducting a wet^ons check at a range, and the bullet struck the ground. 

Administrative Investigation 

Allegations 

1. Wet^ns 

Findings 

1. Sustained 

Initial Penally 

Letter of Instruction 

Final Penalty 

Letter of Instruction 


Pre-disdplinary Assessment 

The department sufficiently eonoplied with policies and ptoeedures governing the pre-disciplinary process. 


Procedural Rating Substantive Rating 

Sufficient Sufficient 


Disposition 

The hiring authori^ sustained the allegation and issued the officer a letter of instruetiocu The OIG did not concur with the penalty hut did not seek a higher level of review. 


Disciplinary Assessment 

The department did not oonq)ly with procedures governing the disciplinary process because the department attorney provided flawed legal advice to the hiring authority and the hiring authority did 
not in^wsc any discipline. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the department attorney provide appropriate l^al consultation to the HA regarding disciplinary determinations? 

The departm&U attorney advised the hiring authorify the officer's misconduct was unintentional and accidental and, iher^ore, formal disc^line was not warranted However, the officer's 
actions weregwssfy negligent and his intent was ther^ore tmmaterioL 

0 Did the HA who participated In the disciplinary conference select the appropriate Employee Disciplinary Matrix charges and causes for discipline? 

The hiring authority did not select the c^ropriate allegation that ttte officer fatted to observe andperfom within the scope of training, reasoning that since the incident occurred at the 
firing range on the same day as the training, the officer was not yet trained However, the incident occurred (ffier the officer received ttatntng. 

0 Did the HA who participated In the disciplinary conference select the appropriate penalty? 

The hiring authority took corrective action rather than tnpose formal discttrline. 
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Inddeat Date OIG Case Number Case Type 

2016-11-30 16-0002106-IR Use of Deadly Force Administrative 


Inddeat Summary 

On November 30,2016, an officer fired one round finrn a Mini-14 rifle at an inmate who was attaclring asecond inmate with an inmate-manufiieturedwet^n on the exercise yard. The round did 
not strike its intended target, but the inmates stopped fighting. The second inmate sustained stab wounds, and the department transported him to an outside ho^tal. The inmate returned to the 
institution within one week. The Office of Internal Affiurs responded to the scene and conducted a eriminal investigation. The OIG also re^onded. The Office of Internal AfEairs did not identify any 
eriminal conduct but did not refer the matter to the distriet attorney's office for review as poliey requires. The Office of Internal Affairs also opened an administrative investigation, whieh the OIG 
accepted for monitoring. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Woqwns 

1. Exonerated 

No Penalty Imposed 

No Penalty Inqwscd 


Pre-disdplinary Assessment 

The department did not con^ly with procedures governing the pre-diseiplinary process because the investigative services unit prcinaturely processed and cleared the crime scene and the department 
attorney did not timely assess an exception to the deadline to take disciplinary action. The special agent did not include a relevant exhibit in the draff investigative report 


Pro€«durjU Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o Did the Investtgattve services unit, or equivalent Investigative personnel, adequately respond to the critical Incident? 

The tnvesOgattve services unit processed and cleared the crime scene before the deadly force irtvestigation team viewed the scene 

0 Wthln 21 calendar days, did the department attorney or employee relations officer correctly assess the deadline for taking disciplinary action and make an entry Into the case 
mani^ement system confirming the date of the reported Incident, the date of discovery, the deadline for taking disciplinary action, and any exceptions to the deadline known at 
the time? 

The d^artment attorney was assigned on December 19,2016, but did not assess an exertion to the deadline for taking disc^linary action known at the time until Afqy 22, 2017, Jive 
months after assignment, 

0 Was the Investigative draft report provided to the OIG for review thorough and appropriately drafted? 

The draft report did not include the video record^ of the tncidmt as an exhibit 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force con^lied with policy. The hiring authorify subsequently exonerated the officer, and the OIG concurred. 
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Incident Date OIG Case Number Case Type 

2016-11-30 16-0002107-IR Use of Deadly Force Criminal 


Incident Summary 

On November 30,2016, an officer fired one round finrn a Mim-14 rifle at an inmate who was attaclring asecond inmate with an inmate-manufiieturedwet^n on the exercise yard. The round did 
not strike its intended target, but the inmates stopped fighting. The second inmate sustained stab wounds, and the department transported him to an outside ho^tal. The inmate returned to the 
institution within one week. The Office of Internal Affiurs responded to the scene and conducted a eriminal investigation. The OIG also re^onded. Although the Office of Internal Affiiirs did not 
identify eriminal conduct, pursuant to departmental poliey, it referred the matter to the district attorney’s office for review. The Office of Internal Affiurs also opened an administrative investigation, 
whieh the OIG accepted for monitoring. 


Crimiiial Investigation 


Investigative Assessment 

The department did not cotrply with procedures governing the investigative process because the investigative services unit prematurely cleared the crime scene and the Office of Internal Affiiirs did 
not timely complete the investigation. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the investtgattve servtees unit, or equivalent tnvesttgattve personnel, adequately respond to the critical incident? 

The tnvesOgattve services unit processed and cleared the crime scene before the deadly force investigation team viewed the scene 

o Did the department conduct the pre-disciplinary/investigative phase with due diligence? 

The Office of Internal Affairs didnot complete the deadly force investigation within 90 days of the incident date pursuant to the department's guidelines. The incident tookplace on 
November 30, 2016, but the Office of Internal Affairs did not corrplete the investigation until Afoy 24,2017,175 days thereafter. 


Incident Date OIG Case Number Case Type 

2016-12^14 16-0002142-IR Use of Deadly Force Criminal 


Incident Summary 

On December 14,2016, two inmates attacked a third inmate with stabbing motions on the exercise yard. The third inmate was on his back and tqipeared unable to defend himself. An officer fired 
one warning shot fiwm a Mini-14 rifle, but the inmates continued fighting. The officer fired two more rounds at the two inmates but missed. Six officers deployed pepper spray grenades. One of the 
officers used a chemical agent grenade, stopping the attack. Officers discovered two inmate-manufiicturcdwetqmns. The inmate who was attacked sustained 75 puncture wounds and was transported 
to an outside ho^tal and subsequently returned to the institution. The Office of Internal Affiiirs responded to the scene and conducted a criminal investigation. The OIG also responded. Although 
the Office of Internal Affiurs did not identify criminal conduct, pursuant to departmental policy, it referred the matter to the district attorney’s office for review. The Office of Internal Affiiirs also 
opened an administrative investigation, which the OIG accepted for monitoring. 


Criminal Investigation 


Investigative Assessment 

The department did not coniply with the procedures governing the investigative process because the Office of Internal Affiiirs did not timely con^lete the interviews or the investigation. 


Procedural Rating 

Insufficient 


Substantive Rating 

Sufficient 


Assessment Questions 

o Did the criminal Deadly Force Investl^tlon Team special i^ent conduct all Interviews within 72 hours? 

The incident occurred on December 14,2016, but the Office of Internal Affairs did notconplete all interviews until December 20,2016, 

0 Did the department conduct the pre-dlsdpUnary/lnvestlgatlve phase with due diligence? 

The Office of Internal Affairs assigned a special agent on December 14,2016, but the special agent did not conplete the investtgatUm imtU April 6,2017,113 days thereafter. 
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Incident Date 

2016-li-20 


OIG Case Number 

16-0002153-IR 


Caseiype 

Use of Eteadly Force Criminal 


Incident Summary 

On December 20,2016, neaiiy 100 inmates partieipated in a riot on the exercise yard. Officers deploycdp^er^ray,pq)per^ray grenades, and less-lethal rounds. The inmates continued fighting, 
and two officers eaeh fired one warning shot firon Mini-14 rifles. One of the officers fired a second round, striking an inmate who was kicking another inmate in the head. The department 
transited the inmate who was kicked in the head and an inmate who sustained loss of consciousness to an outside ho^ital. Both inmates returned to the institution the next day. The department 
transported the inmate struck by the Mini-14 round to an outside hospital, following which he also returned to the institution. The Office of Internal AfEairs responded to the scene and conducted a 
criminal investigation. The OIG also responded. Although the Office of Internal Affiurs did not identify any criminal conduct, pursuant to departmental policy, it referred the matter to the district 
attorney’s office for review. The Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Criminal Investigation 


Investigative Assessment 

The department sufficiently con^lied with policies and procedures governing the investigative process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

2017-01-24 17-0000126-IR Use of Deadly Force Criminal 


Incident Summary 

On January 24,2017, two inmates attacked a third inmate with stabbing motions on the exercise yard. The third inmate was on the ground and bleeding profusely. An officer fired one round fiwm a 
Mini-14 rifle, stopping the attack. The department transported the third inmate to an outside hospital. The Office of Internal Affiurs rc^nded to the scene and conducted a criminal investigation. 
The OIG also re^nded. Although the Office of Internal Affiurs did not identify any criminal conduct, pursuant to departmental policy, it referred the matter to the district attom^s office for 
review. The Office of Internal Affiurs also opened an administrative investigation, which the OIG acoQ)tcd for monitoring. 


Criminal Investigation 


Investigative Assessment 

The department sufficiently con^lied with policies and procedures governing the investigative process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2017-02-11 17-0021 glO-IR Use of Deadly Force Criminal 


Incident Summary 

On February 11,2017, two inmates repeatedly punched a third inmate on the exercise yard. An officer ffied one less-lethal round but missed. The officer fired a second less-lethal round, hitting one 
of the attacking inmates on the head. The officer fired a third less-lethal round at the second attacking inmate, hitting the inmate on the knee. The inmate who was hit on the head lost consciousness 
and the department transported him to an outside hospital. The Office of Internal Affiiirs responded to the scene and conducted a criminal investigation. The OIG also re^nded. Although the Office 
of Internal Affiiirs did not identify any criminal conduct, pursuant to departmental policy, it referred the matter to the district attorney's office for review. The Office of Internal Affiurs also opened an 
administrative investigation, which the OIG accepted for monitoring. 


Crimiiial Investigation 


Investigative Assessment 

The department did not comply with procedures governing the investigative process because the ^cial agent never interviewed two key witnesses. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

e Did the criminal Deadly Force Investtgatton Team special i^ent conduct all interviews within 72 hours? 
TJte special agent did rutt interview two inmates involved tn the incident wUhtn 72 hours, 

o Were all of the interviews thorough and appropriately conducted? 

The special agent never interviewed one of the attacking inmates or the attacked inmate, 

0 Was the investigation thorough and appropriately conducted? 

The special agent never tnteniewed one of the attacking inmates or the attacked inmate. 


Incident Date OIG Case Number Case Type 

2017-03-09 17-0022034-IR Use of Deadly Force Criminal 


Incident Summary 

On March 9,2017, two inmates attacked a third inmate on the exercise yard. An officer fired one shot fiom a Mini-14 rifi^ striking one of the attacking inmates in the arm, stopping that inmate’s 
attack. The second inmate continued his attack. The officer fired a second shot finm the Mini-14 rifle but missed the intended target A second officer d^loyed apepper spray grenade, but the attack 
continued. A third officer struck the second inmate once withabaton, stopping the attack. The department transferred the inmate who was struck by the Mini-14 round to an outside ho^ital utee 
he underwent surgery. The inmate returned to the institution on March 16,2017. The other inmates were treated at the institution for injuries related to the attack. The Office of Internal Affiurs 
responded to the scene and conducted a criminal investigation. The OIG also responded. Although the Office of Internal Affiurs did not identify any criminal conduct, pursuant to departmental 
policy, it referred the matter to the district attorney’s office for review. The Office of Internal Affiurs also opened an administrative investigation, which the OIG accepted for monitoring. 


Criminal Investigation 


Investigative Assessment 

The department sufficiently con^lied with policies and procedures governing the investigative process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 


SEMI-ANNUAL REPORT VOLUME II JANUARY-JUNE 2017 
OEFICE OF THE INSPECTOR GENERAL 


Page 74 

STATE OF CALIFORNIA 




















South 


Inddeat Date OIG Case Number Case Type 

2015- 12r-30 15-0002925-IR Use of Deadly Force Administrative 


Inddeat Summary 

On December 30,2015, a sergeant allegedly diseharged a firearm and shot herself during remedial firearms training. The department transited the sergeant to an outside ho^ital vthere she was 
treated for a minor iiyury and released. The Office of Internal Affiurs responded to the scene and conducted a criminal investigation. The OIG also re^nded. Although the Office of Internal Affiiirs 
did not identify criminal conduct, pursuant to departmental policy, it referred the matter to the district attorney's office for review. The Office of Internal AfGairs also opened an administrative 
investigation, tthich the OIG accepted for monitoring. 


Administratiye Investigation 


Allegations 


1. ^{^mns 

2. Wet^pons 

3. Neglect of Duty 

4. Misuse of State Equipment or Property 


Findings 

1. Sustained 

2. Unfounded 

3. Unfounded 

4. Unfounded 


Initial Penalty 

Letter of Reprimand 


Final Penalty 

Letter of Reprimand 


Pre-disdplinary Assessment 

The department did not conply with procedures governing the pre-disciplinary process because the hiring authority did not timely conduct the investigative findings conference, the department 
attorney did not provide written confirmation regarding the investigative r^rt, and the employee relations officer erroneously added allegations. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the department attorney provide written confirmation summarizing all critical discussions about the Investigative report to the special ^ent with a copy to the OIG? 

The d^Hxrtment attorney did notpfwHde written confirmation to the OIG sumnutrizing critical discussions about the investigative report 

o Did the HA timely consult with the OIG and department attorney (If applicable), regarding the sufficiency of the Investi^atton and the Investigative findings? 

IheOfficeof Internal Affairs r^en'ed the matter to the hiring authofify on Jufy 26,2016, However, the hiring authority did not consult with the OIG and department attorney regarding the 
stffki&tcy ofthe irtvestigation and the investigative findings until August 24,2016,30 days thereafter. 

0 Was the CDCR Form 402 documenting the findings properly completed? 

The enployee relations officer erroneousty added numerous allegations in the case management system that the hiring authority did not address at the irtvestigative findings corference but 
had to be documented on the form doemnen^g the investigativefindings. 


0 Did the department conduct the pre-dlsdpllnaryfinvesti^atlve phase with due dll^ence? 
The dekty is addressed in a prior questioru 


Disposition 

The Deadly Force Review Board found that the sergeant’s use of deadly force did not county with policy. The hiring authority sustained an allegation of negligent discharge of a firearm and 
imposed a letter of reprimand. The hiring authority found that additional allegations had been added in error and, therefore, determined the investigation conclusively proved the alleged misconduct 
did not occur. The OIG did not concur with the penalty but did not seek a higher level of review because the penalty was within the disciplinary guidelines. The officer filed an appeal with the State 
Personnel Board. Prior to the State Personnel Board proceedings, the department entered into a settlement agreement with the officer agreeing to remove the letter of reprimand firom the officer’s 
official personnel file after one year. The OIG did not concur because the department did not identify any new evidence, flaws, or risks justifying the modification, but the OIG did not seek a higher 
level of review because the reduction was minor and did not significantly change the overall penalty. 


Disciplinary Assessment 

The department did not comply with procedures governing the disciplinary process because the hiring authority did not conduct the disciplinary findings conference in a timely manner or adequately 
consult with the OIG and modified the penalty without sufficient justification. The department attorney did not adequately consult with the OIG. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the HA timely consult with the OIG and the department attorney (If applicable) regarding disciplinary determinations prior to making a final decision? 
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The Deadly Farce Review Board confuted its investigation and r^erred the matter to the hiring authority on June SO, 2016, However, the hiring authority did not consult with the OIG and 
the department attorney regarding the disc^ltnary determinations until August 24,2016,55 days thereafter, 

o If there was a settlement agreement, was the settlement consistent with the DOM factors? 

The department did not identiftf any new evidence, flam, or risks justifying the modiftcation, 

o Did the HA consult with the OIG and department attorney (If applicable) before modifying the penalty or peeing to a settlement? 

The hiring authority did not consult witit the OIGb^are agreeing to a settlement, 

0 If the penalty was modified by department action or a settlement agreement, did OIGconcur with the modification? 

The OIG did not concur with the penalty mo^ftcation because the diriment did not identiftr any new evidence, flam, or risksjustiftdng the modiftcation, 

o Did the department attorney or employee relations officer cooperate with and provide continual real-time consultation with the OIG throughout the disciplinary phase? 

The department attorney did not provide the OIG with a draft of the settlement agreement for review. 

0 Did the HA cooperate vrlth and provide continual real-time consultation with the OIG throughout the disciplinary phase? 

The hiring authority did not consult vrith the OIGprior to agreeing to the settlement, 

0 Was the disciplinary phase conducted with due dlU^ence by the department? 

The delay is addressed in a prior question. 


Inddent Date OIG Case Number Case Type 

2016-05-20 16-0001700-IR Use of Deadly Force Administrative 


Inddent Summary 

On May 20,2016, an officer allegedly unintentionally discharged his personal firearm inside an institutional firearm storage loeker and was allegedly dishonest in his r^rt regarding the incident 


Administrative Investigation 


Allegations Findings 

1. Discharge of Lethal Wcj^ 1. Sustained 

2. Dishonesty Sustained 


Disposition 

The hiring authorify sustained the allegation the officer negligently discharged a fireamt but not that the officer was dishonest, and in^osed a two-woridng-day suspension. The OIG concurred. The 
officer filed an t^ipeal with the State Personnel Board. Prior to State Personnel Board proceedings, the department entered into a settlement agreement with the officer agreeing to remove the 
disciplinary action fiwm the officer’s official personnel file after 12 months. The OIG did not concur, Howevei; the settlement terms did not merit a higher level of review because the penalty was 
within the t^ipropriate range for the misconduct 


Disciplinary Assessment 


Overall, the department sufficiently con^lied with policies andprocedures governing the disciplinary process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 


Initial Penalty 

Suspension 


Final Penalty 

Suspension 
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Inddeat Date OIG Case Number Case Type 

2016-05-24 16-0001654-IR Use of Deadly Force Administrative 


Inddeat Summary 

On May 24,2016, an officer allegedly diseharged his firearm in an observation area ^eh overiooked the dining facili^ ^i4iere several inmates were eating, with a seeond officer present An 
unknown prqjeetile struck the second officer in the back of the head. The Office of Internal Affiurs responded to the scene and conducted a criminal investigation The OIG also responded. Although 
the Office of Internal Affiurs did not identify criminal conduct, pursuant to departmental policy, it referred the matter to the district attorney's office for review. The Office of Internal Affiurs also 
opened an administrative investigation, which the OIG accepted for monitoring. 


Administrative Investigation 




Allegations 

Findings 

Initial Penalty 

Final Penalty 

1. Wetqmns 

1. Sustained 

Salary Reduction 

Salary Reduction 


Pre-disdplinary Assessment 

The department did not comply with procedures governing the pre-diseiplinary process because the investigative services unit neglected to photognph the scene and the Office of Internal Affiurs 
did not timely conduct the investigation. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

o Did the investtgattve services unit, or equivalent Investigative personnel, adequately respond to the critical Incident? 

The invesOgattve services unit neglected to photogngth the scene, 

0 Did the criminal Deadly Force Invest^tlon Team special agent conduct all Interviews within 72 hours? 

The deadfyforce investigation team did not tnteniew the officer until 31,2016, seven days after the incident 

o Was the Investigation thorough and appropriately conducted? 

The investigative services unit did notphotograqfh the scene, 

o Did the department conduct the pre-dlsclpltnarydnvestlgattve phase with due diligence? 

The Office ofInternal Affairs did not complete the deadlyforce investigation within 90 days of the incident date pursuant to tite department*s guidelines. The incident occurred an May 24, 
2016, but the Office of Internal Affairs did not con^lete the investigation until Saptember 12, 2016, 111 days thereafter. 


Disposition 

The Deadly Force Review Board found that the officer’s use of deadly force did not oonq»ly with policy. The hiring authority sustained the allegation and in^osed a 5 percent salary reduction for 13 
months. The OIG concurred. The officer filed an appeal with the State Personnel Board but withdrew his eppeat. 


Disciplinary Assessment 

The department sufficiently con^lied with policies and procedures governing the disciplinary process. 


Procedural Rating Substantive Rating 

Sufficient Sufficient 
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InddeiitDate 

2016-07-01 

OIG Case Number 
16-0001889-IR 


Caseiype 

Use of Deadly Force Administrative 

Incident Summary 

On July 1,2016, a sergeant allegedly negligently discharged a firearm into a nearby residence. 



Adminiistratiye Investigation 

AUegations 

Findings 

Initial Penalty 

Final Penalty 

1. Neglect of Duty 

1. Sustained 

Salary Reduction 

Modified Salary Reduction 


Disposition 

The hiring authority sustained the allegation and imposed a 5 percent salary reduction for 12 months. The OIG concurred. The sergeant filed an t^ppeal with the State Personnel Board. Prior to State 
Personnel Board proceedings, the department entered into asettlement agreement with the sergeant reducing the penalty to a 5 percent salary reduction for ten months. The OIG concurred because 
the sergeant showed remorse and paid restitution. 


Disciplinary Assessment 


Overall, the department sufficiently eon^lied with policies andproeedures governing the disciplinary process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 
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Inddeat Date OIG Case Number Case Type 

2016-09-29 16-0002081 -IR Use of Deadly Force Administrative 


Inddeat Summary 

On September 29,2016, anofSeer allegedly negligently diseharged a round from a Mini-14 rifle in a control booth while practieing sightalignment with the rifle. 


Administrative Investigation 


Allegations Findings Initial Penalty Final Penalty 

1. Wfcapom I.Smtainsd Sn^ension 

2. ’^feapons 2. Not Sustained 


Pre-disdplinary Assessment 

The department’s handling of the prc-diseiplinary process was substantively insufficient because the department attorney did not attend the initial investigative findings conference and the hiring 
authority did not add appropriate allegations. 


Procedural Rating Substantive Rating 

Sufficient Insufficient 


Assessment Questions 

o Did the department attorney provide appropriate l^al consultation to the HA regarding the sufficiency of the invest^iation and investigative findings? 

The department attorney did not attend the initial investigative Jindings conference, making a second investigative findings conference necessary, 

0 Did the HA who participated in the findings conference appropriately determine the investi^attve findings for each allegation? 

The hiring authority did not add allegations regarding the officers failure to maintain the Mtni-14rifle according to policy despite the OIG*s recommendation and evidence supporting the 
allegations. 


Disposition 

The hiring authority sustained an allegation of gross negligence in handling a duty wet^n, but not a careless handling of a wei^Km allegation, and inqmsed a 50-working-day su^ension. The OIG 
concurred. The officer filed an t^ipeal with the State Personnel Board that he later withdrew. 


Disciplinary Assessment 


The department sufficiently con^lied with policies and procedures governing the disciplinary process. 


Procedural Rating 

Substantive Rating 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2017-01-30 17-0000139-IR Use of Deadly Force Criminal 


Incident Summary 

On January 30,2017, two inmates attaeked a third inmate with inmate-manufactured wet^ns on the exercise yard. IWo ofQcers deployed pepper ^ray grenades but the attack continued. An officer 
fired one round firom a Mini-14 rifie for efiect at the attacking inmate, striking him in the abdomen. A fourth inmate joined the attack on the inmate being stabbed. A second officer fired one warning 
shot fiwn a Mini-14 rifie, but the attack continued. The firstofficer fired three additional warning shots, stopping the attack. The inmate who was shot and the inmate who was stabbed were taken to 
an outside hospital. The inmate who was stabbed returned to the institution the same day, and the inmate who was shot returned on February 2,2017. The Office of Internal Affairs responded to the 
scene and conducted a criminal investigation. The OIG also rw^nded. Although the Office of Internal Affairs did not identify criminal conduct, pursuant to policy, it referred the matter to the 
district attorney’s office for review. The Office of Internal AfEairs also opened an administrative investigation, which the OIG accepted for monitoring. 


Criminal Investigation 


Investigative Assessment 

The department did not con^ly with procedures governing the investigative process because the Office of Internal Affairs did not timely complete the investigation. 


Procedural Rating Substantive Rating 

Insufficient Sufficient 


Assessment Questions 

0 Did the department conduct the pre-dlsctpltnary/lnvesttgattve phase with due diligence? 

The Office of Internal Affairs didnot complete the deadly force investigation within 90 days of the incident date pursuant to the department's guidelines. The incident took place on January 
30, 2017, but the Office of Internal Affairs did not complete the investigation until June 12,2017,133 days thereafter. 
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Appendix E 72 

Critical Incident Cases 

Central 


Incident Date OIG Case Number Case Type 

2016^5-25 16-0001636-RO Suicide 


Incident Summary 

On May 25,2016, an officer found an inmate hanging from a noose in his cell. Officers cut the noose, and officers, nurses, and paramedics performed life-saving measures but were unsuecessful, 
and aparamedic pronouneed the inmate d e ad . 


Disposition 

The coroner determined the cause of death was hanging and the manner of death was suicide. The dqmrtment's Suicide Case Review Committee determined the suicide was not foreseeable but was 
preventable. The hiring authority identified potential staff misconduct based on three officers' alleged fiiilure to relieve pressure on the inmate's airway. The hiring authority referred the ease to the 
Office of Internal AfiBiirs for investigation. The Office of Internal AfiBiirs returned the matter to the hiring authority to take action without an investigation. The OIG accepted the case for 
monitoring. 


OveraU Assessment 

The department's actions were not adequa t e because officers allegedly fiiiled to relieve pressure on the inmate's airway before cutting the noose, and the Office of Internal Affiiirs did not make 
^rppriate determinations. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

o Were the department's aettons prior to, during, and after the critical Incident appropriate? 

Officers allegedly failed to relieve pressure on the inmate^ airway b^ore cutting the noose 

o Did the OIA make an appropriate Initial determination regarding the case? 

The Office of Internal Affairs did not open an investigation or interview the officers although there were quesUms regarding where officers found the inmate and the training the officers 
received 

0 If the hiring authority submitted a request for reconsideration to the OIA, was an appropriate decision made regarding the request? 

The Office of Internal Affairs reused the h^g auihority*s request to interview the officers to determine whether dtey colluded when dr(0ng their reporls despite indications they had 
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Incident Date OIG Case Number Case Type 

2016-06-04 16-OOOI722-RO In-Custody Inmate Death 


Incident Summary 

On June 4,2016, an offieer found an inmate on the floor of his cell alert, but unable to stand up. The department transited the inmate to an outside hospital ^(tee he died on June S, 2016. 


Disposition 

The coroner determined the cause of death was mult^le organ failure caused by diltiazem intoxication and the manner of death was accidental. The department's emergency medical re^nse 
review committee identified that nurses did not arrive with ^propriate transport equipment or adequately document the incident The hiring authori^ provided training to three nurses. The 
department's Death Review Committee found that nurses did not timely notify the physician on-call or contact the outside law enforcement emergency number. As a result of this review, the 
department i^>dated its local emergency response policies and procedures to include specific language regarding contacting the outside law enforcement emergency number and provided training to 
30 medical staff to include nurses and psychiatric technicians. 


Overall Aissessment 

The department's actions were not adequate because nurses did not re^nd with i^ipropriate transit equipment, adequately document the meident, or timely contact the physician on-call or the 
outside law enforcement emergency number. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Ajssessment Questions 

0 Did the hlrtiig authority timely respond to the critical Incident? 

A nurse failed to respmd to the scene with proper transport equ^ment, causing a delay in transporting the inmate to the triage and treatment area. Nurses neglected to contact the outside 
law enforcement emergency number or the physician on-call for more than 15 minutes (fier it was determined the inmate required a higher level of care, 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

A nurse failed to respond to the scene with proper transport equ^ment. Also, nurses did not timely contact the outside law enforcement emergency number or adequately document the 
incident date and time or the inmate's initial medical assessment vdien arriving to the triage and treatment area 

o Was the critical Incident adequately documented? 

Nurses did not adequately document the incident date and time or the inmate's initial medical assessment. 


Incident Date OIG Case Number Case Type 

2016-06-11 16-0001734-RO Suicide 


Incident Summary 

On June 11,2016, an officer found an inmate hanging firom a noose in his cell. Officers entered the cell, and two officers began life-saving measures. A nurse arrived and assisted four officers with 
life-saving measures which continued during transport of the inmate to the triage and treatment area where a physician pronounced the inmate dead. 


Disposition 

The coroner reported the cause of death was asphyxia due to hanging. The department's Death Review Committee determined the death was not preventable. The department's Suicide Case Review 
Committee found the inmate’s suicide was not foreseeable and not preventable. The hiring author!^ did not identify any staff misconduct 


OveraU Assessment 



The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2016-06-28 16-0001766-RO In-Custody Inmate Death 


Incident Summary 

On June 28,2016, an officer found an unre^nsive inmate in a cell. Three officers, two psychiatric technicians, and a nurse initiated life-saving measures and transited the inmate to the triage and 
treatment area where a physician pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death was opiate overdose and the manner of death was accidental, self-induced overdose. The d^artment's Death Review Committee found the cause of 
death was a narcotic overdose and the death was not preventable. The investigative services unit sufficiently investigated the source of the drugs but did not determine the source or locate additional 
drugs. The hiring authority contacted the coroner and district attorney's office to coordinate future expectations. 


OveraU Assessment 

The department's actions following the incident were not adequate because officers moved the inmate's body and searched the cell without proper authorization. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Did the Investtgattve services unit, or equivalent investtgative personnel, adequately respond to the critical incident? 

Officers moved the inmate's body and searched his cell b^ore the coroner's authorization, 

o Did the OIG independently identify an operational issue or policy violation that resulted in, or should have resulted in, corrective action or a referral to the OIA? 

The OIG identffied that officers moved the inmate's body and searched the cell before obtaining the coroner's authorization and recommended corrective action to ensure statutory 
conqfliance in the future. 


Incident Date OIG Case Number Case Type 

2016-06-28 16-0001768-RO la-Custody Inmate Death 


Incident Summary 

On June 28,2016, an inmate con^lained of difficulty breathing, then vomited and lost consciousness wMc being taken to the triage and treatment area, where he became unresponsive. Nurses 
performed life-saving measures and aparamedic pronounced the inmate dead after consulting with a physician at an outside ho^ital. 


Disposition 

The coroner determined the cause of death was heart disease and the manner of death was natural. The department's death review committee determined the cause of death was myocardial infarction 
and not preventable. The hiring authori^ identified potential staffi misconduct based on a nurse's alleged delay in calling an ambulance and provided training to the nurse. 


OveraU Assessment 

The department's actions during the incident were not adequa t e because a nurse allegedly delayed calling an ambulance. 


After Incident Rating 

Sufficient 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Insufficient 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical Incident appropriate? 

A nurse allegedfy delayed appraximatefy eight minutes before calling an ambulance 
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Incident Date OIG Case Number Case Type 

2016-07-12 16-0001789-RO In-Custody Inmate Death 


Incident Summary 

On July 12,2016, an officer found an unre^nsive inmate on the floor of his cell. A nurse responded but did not initiate life-saving measures due to obvious signs of rigor mortis and d^endent 
lividity. Nurses transited the inmate to the triage and treatment area ^toe a physician pronounced him dead. 


Disposition 

The coroner determined the inmate died of heart disease and the manner of death was natural. The emergency medical response review committee determined a nurse did not adequately document 
^y she did not initiate life-saving measures, and a second nurse did not document when she arrived and left the scene. The hiring authori^ for the nurses provided training. 


OveraU Assessment 

The department’s response was not adequate because two nurses did not ad e qua te ly document the medical emergency. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Were the depmtment's aettons prior to, during, and after the critical incident appropriate? 

The department's actions after the incident were not appropriate because two nurses did not adequatefy document their observations, 

o Was the critical incident adequately documented? 

The emergency medical response review committee determined a nurse did not adequatefy document why she did not initiate Itfe^aving measures and a second nurse did not documentwhen 
she arrived and the scene 


Incident Date OIG Case Number Case Type 

2016-07-21 16-0001805-RO In-Custody Inmate Death 


Inddent Summary 

On July 21,2016, an officer discovered an unre^onsive and bloody inmate on the cell floor with a towel wrjqjped tightly around his neck. Officers removed the cellmate, who was standing in the 
cell covered in blood. Three officers and two nurses removed the towel and initiated life-saving measures but were unsuccessful, and a paramedie pronounced the inmate dead. The investigative 
services unit conducted an investigation, and the department referred the matter to the district attorney's office. 


Disposition 

The coroner reported the eause of death as neek compression and the manner of death as homicide. The department's Death Review Committee deseribed the cause of death as severe neek 
con^nession with blunt iiquries and the death was not preventable. The department's in-cell assault review determined the inmates were propedy housed together in eon^liance with departmental 
guidelines. The hiring authority determined the inmate's body was moved without the coroner's authorization and an offieer did not adequa te ly control and document the erime scene. The hiring 
authority provided training to address both issues. 


OveraU Assessment 

The department's re^nse was not adequate because the department did not timely notify the OIG and the inmate's body was moved without the coroner's consent The department's aetion 
following the incident were not adequate because an officer did not adequately control and document entry into the erime scene. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insuffieient 


Assessment Questions 

o Did the department timely notify the OIG regarding the critical Incident? 

The depofiment delayed one hour and IS minutes before notiftdng the OIG of the inmate*s death. 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The inmate's body was moved without prior authorization from the coroner, and access to the crime scene was not adequ a te fy controlled and documented, 

0 Was the critical Incident adequately documented? 

An officer did not document his escort of medical personnel to the crime seme, 

o Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 
The OIG identffied that the body was moved without the coroner's authorization and an officer failed to document entry into the crime scene fy medical sktff. 
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Incident Date OIG Case Number Case Type 

2016-07-25 16-0001806-RO Suicide 


Incident Summary 

On July 25,2016, an officer discovered an inmate hanging fiom a noose in a cell. Two officers cut the noose and lowered the inmate. A third officer began life-saving measures. Three nurses 
continued life-saving measures while transporting the inmate to the triage and treatment area. During transport to an outside hospital, a paramedic pronounced the inmate dead after consulting with a 
physician. 


Disposition 

The eoroner and the department's Death Review Committee determined the cause of death was suffocation and the manner of death was suicide. The department's Suicide Case Review 
Committee determined the suicide was not foreseeable but was preventable. The hiring authori^ did not identify any staff misconduct 


OveraU Assessment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date 

OIG Case Number 

Casel^e 

2016-10-08 

16-0001964-RO 

Suicide 


Incident Summary 

On October 8,2016, an officer discovered an inmate witha noose around his neck. Officers removed the noose and initiated life-saving measures which continued during tran^ortof the inmate to 
the institution's emergency room where a physician pronounced the inmate dead. 


Disposition 

The coroner and the department's Death Review Committee determined the cause of death was suffocation and the manner of death was accidental. The hiring authori^ did not identify any staff 
miseonduct 


OveraU Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

2016-10-10 16-0001974-RO Suicide 


Incident Summary 

On October 10,2016, offieers found an inmate hanging ftom a noose. Officers removed the noose and a sergeant, officer, and three nurses initiated life-saving measures. The department transported 
the inmate to an outside hospital t(4iere the inmate died on October 14,2016. 


Disposition 

The eoroner and the department's Death Review Committee determined the inmate's cause of death was suffocation by hanging and the manner was death was suicide. The department's Suicide 
Case Review Committee determined the suicide to be foreseeable and preventable. The hiring authority identified potential staff misconduct based on an officer allegedly not securing a cell during 
an emergency medical response and later submitting a false report The hiring authority referred the matter to the Office of Internal Affairs for investigation. The Office of Internal AfEairs opened an 
investigation, which the OIG accepted for monitoring. 


Overjdl Assessment 

The department's actions were not adequate because an officer allegedly failed to properly secure acell and allegedly submitted a fiilse report 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's aettons prior to, durti^ and after the critical Incident appropriate? 

An officer aUegedfyfailed to property secure a cell during a medical emergency and submitted a false report report regarding the incident 
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Incident Date OIG Case Number Case Type 

2016-10^28 16-0002021-RO In-Custody Inmate Death 


Incident Summary 

On Oetober 28,2016, an inmate fell in the dayroom and complained of not feeling well. An officer and three nurses re^nded, and one nurse initiated life-saving measures. The department 
transited the inmate to an outside hospital where a physieian pronounced him dead. 


Disposition 

The coroner determined the eause of death to be probable heart attaek resulting &om coronary artery disease and the manner of death to be natural. The department's Death Review Committee also 
determined the eause of death was a heart attaek secondary to coronary artery disease and the death was not preventable. The hiring authori^ for the nurses identified potential staff misconduct 
based on the alleged failure to timely initiate life-saving measures and failure to timely prepare reports. Therefore, the hiring authority for the nurses referred the matter to the Office of Internal 
Affairs for investigatiorL The Office of Internal Affairs opened an investigation, which the OIG did not acoq>t for monitoring. The hiring authority for the officers did not identify any staff 
misconduct 


Overall Assessment 

The department's actions were not adequa t e because nurses allegedly did not initiate life-saving measures in a timely manner and fiiiled to prepare timely reports, and the hiring authority for the 
nurses did not timely refer the matter to the Office of Internal Affairs. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical incident appropriate? 

TWo nurses allegedly delayed Initiating lifesaving measures and failed to timely con^lete reports regarding the incident 

o Did the OIG independently identify an operational issue or policy violation that resulted in, or should have resulted in, corrective action or a referral to the OIA? 

The OIG identified a delay in initiating lifesaving measures, 

0 Did the hiring authority make a timely decision regarding whether to refer any conduct related to the critical Incident to the OIA? 

The depariment learned of the alleged miscondtreton Ockrber 10, 2016, but the hiring authority for the nurses did not rtferthe matter to the Office ofInterrud Affairs until December 30, 
2016,81 days after the date of discovery. 


Incident Date OIG Case Number Case Type 

2016-11-29 16-0002100-RO In-Custody Inmate Death 


Incident Summary 

On November 29,2016, an officer found an unresponsive inmate in a cell. Officers and nurses initiated life-saving measures. A paramedic pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death was heroin arui methamphetamine intoxication. The department's Death Review Committee concluded the cause of death was a drug overdose and not 
preventable. The investigative services unit sufficiently investigated the source of the drugs but did not determine the source. The hiring authority did not identify any staff misconduct but provided 
training to the lieutenant regarding crime scene preservation. 


OveraU Assessment 

The department’s actions during the incident were not adequate because a lieutenant ordered a nurse to move the inmate's body before the coroner arrived. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Sufficient 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical Incident appropriate? 

A lieutenant incorrectly ordered a nurse to transport the inmate's body to the triage and treatment area bffore the coroner arrived, 

o Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 
The OIG identifted that a lieutenant erred in ordertnga nurse to transport the inmate's bo^ to the triage and treatment area bffore the coroner arrived. 
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Incident Date OIG Case Number Case Type 

2016-12.14 17-0000062-RO Hunger Strike 


Incident Summary 

On December 14,2016, an innmte began a hunger strike and did not state the reason for not eating. On Decembers 1,2016, and January 11,2017, the department transferred the inmate to an outside 
ho^ital due to low vital signs. The inmate returned to the institution on January 16,2017, and ended the hunger strike on January 17,2017. 


Disposition 

The department made reasonable attempts to address the inmate's eonoems. The hiring authori^ did not identify any staff misconduct 


Overoll Assessment 

The department's actions were not adequate because the department did not notify the OIG in a timely and sufficient manner preventing the OIG from real-time monitoring of the case. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufrlcient Sufficient 


Assessment Questions 

o Did the department timely notify the OIG regarding the critical incident? 
The d^artmerUdidmtnotyythe OIG the inmate was sent to an outside hospital 


Incident Date OIG Case Number Case Type 

2017-01-01 17-0000059-RO In-Custody Inmate Death 


Incident Summary 

On January 1,2017, an officer discovered an unre^nsive inmate in his cell. Four officers, a sergeant, and a psychiatric technician performed life-saving measures, A nurse continued the life-saving 
measures. The department transported the inmate to an outside hospital ^tee a physician pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death was heroin intoxieation and the manner of death was accidental. The investigative services unit investigated but could not determine the source of the 
heroin. The hiring authority did not identify any staff misconduct 


OveraU Assessment 



The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

2017-04-30 17-0022560-RO Hunger Strike 


Incident Summary 

On April 30,2017, an inmate initiated a hunger strike because of aperceived due process violation. On May 3,2017, the department transported the inmate to an outside hospital because the inmate 
claimed he lost consciousness. On May 4,2017, the inmate ended the hunger strike and returned to the institution. 


Disposition 

The department made reasonable attempts to address the inmate's concerns. The hiring authorify did not identify any staff misconduct 


Overall Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 
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North 


Incident Date OIG Case Number Case lype 

2015-08-09 15-0001566-RO In-Custody Inmate Death 


Incident Summary 

On August 9,2015, three officers found an inmate atten^ting to self-induee vomiting. Moments later, the inmate eolU^sed. Three officers began life-saving measures, and a sergeant, three 
additional officers, and two nurses assisted, but were unsuceesshil. A physician pronounced the inmate dead. 


Disposition 

The coroner determined the manner of death was accidental and the cause of death was methamphetaminc overdose. The department’s Death Review Committee eoneluded the inmate died of a drug 
overdose and the death was not preventable. The investigative services unit sufficiently investigated the source of the drugs but did not determine the source or locate additional drugs. The hiring 
authori^ did not identify any staff misconduct 


Overall Assessment 

The department’s response during and after the incident was insufficient because responding officers and nurses did not timely assess or provide life-saving measures to the inmate or complete 
adequate docu ment a t ion. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

o Were the department's acttons prior to, during, and after the critical Incident appropriate? 

Officers and nurses did not timely assess whether the inmate required immediate life-saving measures and failed to adequately document the incident fy omitting when they assessed the 
inmate. Officers waited 12 minutes after the incident began and seven minutes <ffter nurses arrived before providing life-saving measures, 

0 Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 

The OIG identffied that officers and nurses failed to ttmefy assess and provide life-savtng measures to the inmate and complete adequate documenUition, 

o Did the hiring authority appropriately determine whether to refer any conduct to the OIA related to the critical Incident? 

The hiring authority disag^ed with the OIG's determination that officers and nurses submitted inadequate documentation and failed to timefy assess the inmate andprovide medical care, 
Ther^ore, the hiring authority did not rfferthe matter to the Office of Internal Affairs, 


Incident Date 

2015-11-02 


OIG Case Number 

15-0002298-RO 


Caseiype 

In.-Custody Inmate Death 


Incident Summary 

On November 2, 2015, an officer discovered an unresponsive inmate in his cell. Two other officers, a sergeant, and two nurses began life-saving measures, which continued during transit to the 
correctional treatment center. A physician subsequently pronounced the inmate dead. 


Disposition 

The department's Death Review Committee determined the case of death was mcthanqjhctamine and heroin overdose and the death was not preventable. The investigative services unit sufficiently 
investigated the source of the drugs but did not determine the source or locate additional drugs. The hiring authority did not identify any staff misconduct 


OveraU Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2015-11-24 16-00017«2-RO In-Custody Inmate Death 


Incident Summary 

On November 24,2015, an inmate jun^>ed from the second tier onto the ground below. On March 4,2016, the inmate died of his injuries at an outside ho^ital. 


Disposition 

The inmate died due to medical complications related to junking fiom the tier. The department's Suicide Case Review Committee found the death was foreseeable and preventable and found 
multiple failures by mental health clinicians to properly assess the suicide risk. The department reviewed mental health clinicians' records and provided training. The department referred the nursing 
issues to the department's Nursing Professional Practice Committee. The department also modified training for mental health clinicians to discuss communicating the reasons for placing inmates on 
or removing them finm mental health crisis bed or suicide watch status. The department also created a policy that when a mental health clinician becomes aware that an inmate previously atten^ted 
suicide by jutrping off a tier; the mental health clinician must consult with a medical physician and recommend the inmate for first floor housing. 


Overall Assessment 

The department’s actions prior to the incident were not adequa t e because the institution inappropriately housed the inmate and nurses and physicians did not provide sufficient medical care. The 
department's re^nse was not adequate because nurses did not make timely emergency notification or urge ^ropriate medical tran^ort of the inmate and fiiiled to complete adequa t e 
documentation. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Insufficient Insufiicient Insufficient 


Assessment Questions 

0 Were the department's aettons prior to, during, and after the critical incident appropriate? 

Prior to the incident, the institution housed the inmate in a second tier cell after the inmate told a psychiatrist he had thoughts offunqstng off the second tier, nurses failed to stagger their 15- 
minute rounds, and psychiatrists did not properly assess the suicide risk During the incident, nurses did not immediate call the law erforcement emergency number t^ler learning the 
inmate fellfrom the second tier, nursing records contained corfUettng irfomatlon, and a nurse failed to urge transferring the inmate by ambulance After the incident, nurses did not 
document noticing a physician vdten the irtmate lostsigniftcant weigftt, stagger their 15-minute rounds, weigh the inmate t¥dce weekfy^ or document the amount of food the inmate ate 


Incident Date 

2016-01-14 


OIG Case Number 

16-0000225-RO 


Case Type 

Suicide 


Incident Summary 

On January 14,2016, an officer discovered an inmate hanging finm a noose in his cell. Officers cut the noose, lowered the inmate, and initiated life-saving measures. Two nurses continued life¬ 
saving measures until paramedics arrived and pronounced the inma t e dead. 


Disposition 

The coroner determined the cause of death was a^hyxia due to hanging. The department's Death Review Committee determined the cause of death was suicide due to a^hyxiationby hanging. The 
department's Suicide Case Review Committee found the inmate's suicide was foreseeable and preventable. The committee questioned the decision to reduce the inmate's mental health level of 
care prior to his death and across^discipline concern that information regarding the inmate’s recent court appearance had not been relayed to mental health clinicians. The department inplcmented 
procedures to change documentation requirements to improve the continui^ of care and inplemented aprocess for inmates' attorneys to contact the department to report concerns regarding their 
clients' mental health status following court appearances. The department also provided training to 19 mental health clinicians regarding the new documentation requirements. 


OveraU Asisessmeiit 



The departments re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Intident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date 

2016-02^6 


OIG Case Number 

16-0000421-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On February 6,2016, an inmate eollt^ised in the ehi^l. Officers and nurses initiated life-saving measures and transported the inmate to the triage and treatment area ^(tee life-saving efforts 
continued. The inmate regained apulse and respiration but stopped breathing during transport to an outside hospital where a physician pronounced the inmate dead. 


Disposition 

The coroner determined the inmate's death was accidental due to a ruptured intracranial aneurysm contributed to by mcthamphctaminc tmdei^. The department's Death Review Committee 
determined the cause of death was cardiovascular disease and the death was not preventable. The investigative services unit sufficiently investigated the source of the drugs but did not determine the 
source or locate additional drugs. The hiring authori^ did not identify any staff misconduct 


OveraU Assessment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Sufficient 


Incident Date OIG Case Number Case T^e 

2016^-05 16-0000703-RO Suicide 


Inddent Summary 

On March 5,2016, a nurse discovered an unre^nsive inmate face down on a bunk. A sergeant and five officers entered the cell and removed a noose from the inmate's neck. Three nurses and three 
officers performed life-saving measures until aphysieian pronounced the inmate dead. 


Disposition 

The department's Suicide Case Review Committee concluded the cause of death was a^hyxiation by hanging, the manner of death was suicide, and that the death was foreseeable and preventable. 
The department provided instruction to clinicians, physicians, and nurses regarding classifying and documenting inmate self-harm events, reviewed local policies and procedures regarding 
preparation of incident reports for inmate self-harm incidents, added clinical staff and provided training to clinicians regarding discharge requirements, documenting interdisciplinary treatment team 
meetings, and reminding clinicians to inclu d e inma tes in the treatment planning process. The department also provided training to clinicia n s regarding propeiiy documenting treatment and 
evaluating chronic risk for suicide. The department also revised its procedures for submitting psychiatry-related documentation 


OveraU Aissessment 

The department's actions prior to the incident were not adequate because the department did not adequately con^lete assessments or documentation and failed to ensure the inmate attended 
inqwrtant treatment meetings. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Insufficient Sufficient Sufficient 


Ajsisessment Questionis 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

Prior U} the tm^ident, the department did notpntperfy or ttmefy document or assess the tmnate^s suicide atten^its, prepare incident reporis after the inmate's suicide attempts, timefy conplete 
the inmate's treatment plan and discharge documents when he was releasedJrom a mental health crisis bed, document that the inmate attended tnterdisc^ltnary treatment team meetings, or 
that there was a treatment plan for the inmate while he was in a mental health crisis bed, ensure the inmate attended interdisciplinary treatment team meetings, or accurately document the 
inmate's medication. Additionally, the d^artment prescribed new psychotropic medications/or the inmate but failed to document that a psychiatrist met with the inmate for a new 
evaluation, used outdated mental health forms, and poorfy documented the inmate's suicide risk evaluations. 
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Incident Date OIG Case Number Case Type 

2016-04-26 16-0001299-RO Suicide 


Incident Summary 

On April 26,2016, officers observed an inmate jun^ from the fifth tier of a housing unit. Nurses provided life-saving measures and transported the inmate to the triage and treatment area. 
Paramedics arrived and transported the inmate to an outside hospital. On April 30,2016, a physician pronounced the inmate dead. 


Disposition 

The eoroner reported the cause of death was eomplication finm blunt force iiyuries and the manner of death was suicide. The department's Death Review Committee determined the inmate's death 
was not medically preventable but nursing documentation and the activation of emergency medical response could be in^)roved. The hiring authority referred the matter to the Nursing Professional 
Practice Committee. The department's Suicide Case Review Committee concluded the suicide was not foreseeable or preventable. 


OveraU Assessment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016^-02 

OIG Case Number 

16-0001307-RO 

Caseiype 

In-Custody Inmate Death 


Incident Summary 

On May 2,2016, anofficcr found an unresponsive inmate on the floor in his cell after other inmates informed officers the inmate had been calling for help for almost 30 minutes. Officers removed 
the cellmate fiwm the cell, and an officer and nurse initiated life-saving measures. The department transferred the inmate to an outside hospital where a physician pronounced the inmate dead. The 
department referred the case against the cellmate to the district attorney’s office. 


Disposition 

The department's Death Review Committee determined the cause of death was traumatic brain iryury with severe head trauma and the manner of death was homicide. The hiring authori^ identified 
potential stafi* misconduet based on three officers' alleged failure to ensure the inmate's well-being. The hiring authority referred the case to the Office of Internal Affiiirs for investigation. The Offiee 
of Internal Affiurs opened an investigation, which the OIG accepted for monitoring. 


OveraU Assessment 

The department's actions were not adequa t e because three offieers allegedly did not ensure the inmate's well-being and delayed responding and the department did not timely notify the OIG. 


Prior to Incident Rating During Inddait Rating After Incident Rating 

Insufficient Insufficient Sufficient 


Assessment Questions 

0 Did the department timely notify the OIG regarding the critical Incident? 

The depofimerU notified the OIG of the inmate's deadt by email message insteadof by telephone and did not notifif the OIG until nearfy one and onenhay hours efier the inmate's death, 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

The depeu^ent's acUanprior to the incident were not adequate because three officers allegedfy failed to ensure the inmate's well-being and during the incident, the office 
allegedly delayed respondbtg efier inmates notified them of the incident. 
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Incident Date 

2016-05-05 


OIG Case Number 

16-0001349-RO 


Caseiype 

Inmate Serious/Great Bodily Iiyury 


Incident Summary 

On May 5,2016, two officers used physical force to control a resistiiig inmate and the inmate’s head struck a gate and the ground. The inmate received treatment at the institution, following ^ch 
the department transported the inmate to an outside hospital. The inmate returned to the institution the same day. 


Disposition 

The institution's executive review committee determined the use of force con^lied with policy. The OIG concurred. The hiring authority did not identify any staff misconduct 

Overjdl Assessment 



The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

2016-05-23 16-0001635-RO In-Custody Inmate Death 


Incident Summary 

On May 23,2016, an inmate informed officers a second inmate hit him in the face with a ci^). Officers escorted the first inmate to the triage and treatment area, following ^ch the 

first inmate returned to the cell. The first inmate subsequently returned to the triage and treatment area and became unconscious. The department air-lifted the first inmate to an outside ho^tal 

where a physician pronounced the inmate dead two days later. The investigative services unit investigated the incident and referred the case to the district attorney’s office. 


Disposition 

The coroner determined the cause of death was blunt force iiyury and the manner of death was homicide. The department's Death Review Committee concluded the inmate's death was not 
preventable. The hiring authority did not identify any staff misconduct 


OveraU Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2016-05-27 16-0001669-RO In-Custody Inmate Death 


Incident Summary 

On May Tl, 2016, an inmate alerted an officer that his cellmate was having a seizure. Nurses initiated life-saving measures and transited the inmate to the triage and treatment area where a 
physician pronouneed him dead. 


Disposition 

The coroner determined pathology and toxicology results did not reveal a definite cause of death. The department's Death Review Committee did not identify a cause of death or Aether it was 
preventable. The hiring authori^ for the nurse provided training to the nurse regarding report writing. 


OveraU Assessment 

The department’s actions following the incident were not adeq u a t e because the department fiuled to timely notify the OIG, the investigative services unit failed to take pictures of the deceased 
inmate's cellmate, and a nurse did not complete adequate documentation. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Did the department timely notify the OIG regarding the critical Incident? 

The department notyied the OIG two hours after a physician pronounced the inmate dead, 

o Did the Investigative services unit, or equivalent Investi^tlve personnel, adequately respond to the critical Incident? 
The investigative services unit did not take pictures of the deceased inmate's cellmate to document infuries or lack thereof 

0 Was the critical Incident adequately documented? 

A nurse did not adequatefy conplete a medical assessmentform. 


Incident Date OIG Case Number Case Type 

2016-05-29 16-0001680-RO In-Custody Inmate Death 


Incident Summary 

On May 29,2016, an inmate reported having ehest pains and not feeling well. The department tran^orted the inmate to an outside ho^ital vftee a physieian pronounced him dead. 


Disposition 

The coroner determined an autopsy was not requiredbecause the inmate died of natural causes. The department's Death Review Committee determined the death was possibly prevent^le due to a 
delay tran^orting the inmate to an outside hospital. The emergency medical response review committee determined that nurses delayed ealling emergency medical services. The hiring authority 
provided training to the nurses. 


OveraU Assessment 

The department's aetions during the incident were not a d equate because nurses did not administer required medication or make timely notifieations. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Suffieient 


Assessment Questions 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

Nurses did not administer sublingual nitrogfycertn according to protocol, timely notify the on-call physician of the emergency, or timefy contact emergeru^ medical services to transport the 
inmate to an outside hospital 
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Incident Date 

2016-08-31 


OIG Case Number 

16-0001939-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On August 31,2016, an officer discovered an inmate in his cell covered with blood and unresponsive. Officers removed the cellmate firom the cell, and officers and nurses transported the inmate to 
the triage and treatment area. The department transported the inmate to an outside hospital where he died on September 21,2016. The department referred the matter to the district attorney’s office 
for prosecution. 


Disposition 

The coroner concluded the inmate died of eon^lications fiom blunt force iiyury to the head. The d^artment's Death Review Committee determined the death was not medically preventable. The 
department conducted an in-cell assault review and concluded the inmates were appropriately housed. The hiring authority did not identify any staff misconduct 


OveraU Assessment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Suffident 

Suffident 

Suffident 


Incident Date 

OIG Case Number 

Casel^e 

2016^01 

16-0001886-RO 

Suidde 


Incident Summary 

On September 1,2016, an officer found an inmate hanging fiom a noose in his cell. Officers entered the cell and lowered the inmate, and four officers began life-saving measures, A nurse continued 
life-saving measures as officers transited the inmate to the triage and treatment area where life-saving measures continued until a physician pronounced the inmate dead. 


Disposition 

The department's Death Review Committee determined the inmate died fiom suffocation by hanging and the death was not preventable. The Suicide Case Review Committee found the suicide was 
not foreseeable or preventable, but the report identified concerns regarding follow-ip consultations, suicide risk assessments, and documentation. In response to the r^rt, the department revised its 
operating procedures regarding follow-ip assessments, provided training to more than 60 staff members regarding suicide risk assessments, and counseled the psychologist vrho incorrectly filed 
patient information. 


OveraU Aissessment 

The department's actions prior to and after the incident were inadequate because the the department did not conduct a timely assessment of the inmate, properly conduct and document suicide risk 
assessments, or correctly file inmate information. The department did not adequately consult with the OIG. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Insufficient Sufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The d^fOfimerU's handling of the incident prior Ut and after the incident was inadequate because the the d^xatment did not conduct a timely follow^ assessment with the inmate, property 
ccmduct and document the inmate's suicide risk, and a ptychologftit progress notes contained infomation pertaining to another patient, 

0 Did the Investi^tlve services unit, or equivalent Investi^tlve personnel, adequately respond to the critical Inddent? 

The investigative senices unit neglected to noUJy the OIG of the aukpsy date and time preventing the OIGfrom real-time monitoring of the autopsy. 

o Did the department adequately consult with the OIG legardlng the critical Incident? 

The department did notsuffkientfy consult with the OIG by neglecting to notify the OIG of the date and time of the autopsy. 
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Incident Date OIG Case Number Case Type 

2016-09-09 16-0001908-RO In-Custody Inmate Death 


Incident Summary 

On September 9,2016, two officers found an inmate unresponsive on the floor of a cell after his cellmate reported killing the inmate. Officers and nurses performed life-saving measures. The 
department transferred the inmate to an outside hospital where a physician pronouneed him dead three days later. The department referred the case against the cellmate to the district attorney’s office. 


Disposition 

The institution’s death review determined the primary cause of death was brain injury due to strangulation. The department's Death Review Committee determined the death was not medically 
preventable. The department conducted an in-cell assault review and determined the inmates were housed together in compliance with policy. The hiring authori^ did not identify any staff 
misconduct 


OveraU Assessment 

The department’s response was satisfactory in all critical aspects 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-09-10 

OIG Case Number 

16-0001909-RO 

Case Type 

In-Custody Inmate Death 


Incident Summary 

On September 10,2016, an inmate informed officers his cellmate was unresponsive. An officer and a nurse initiated life-saving measures and transported the inmate to the triage and treatment area. 
Three additional officers and two other nurses took over life-saving measures until paramedics arrived and, after consulting a physician, pronounced the inmate dead 


Diispoisition 

The coroner determined the cause of death was eardio-re^iratory failure withs^sis from abdominal inflammation and the manner of death was accidental due to high levels of methan^hetamine 
arulhydromorphone. The department's Death Review Q)mnuttee determined the cause of death was sepsis and not preventable^ and found no death-related departures from the st^^ The 

investigative services unit made reasonable efforts to determine whether the inmate had drugs in his cell. The hiring authority did not identify any staff misconduct 


OveraU Aissessment 

The department's re^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Incident Rating 

Sufficient 


After Incident Rating 

Sufficient 
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Incident Date OIG Case Number Case Type 

2016-09-14 16-0001947-RO Hunger Strike 


Incident Summary 

On September 14,2016, an inmate began a hunger strike beeause of housing issues, damaged and lost personal proper^, and the department's refiisal to provide an ankle brace. On S^tember 26, 
2016, the department transported the inmate to an outside hospital due to hunger strike-related medical eoneems. The iiunate returned to the institution the same day and ended his hunger strike 
on October 11,2016. 


Disposition 

The department made reasonable attenipts to address the inmate's eoneems. The hiring authori^ did not identify staff misconduct 


OveraU Assessment 

The department did not timely notify the OIG after transferring the inmate to an outside hospital. The department's action following the incident were not adequate because the department delayed 
conducting an inquiry into the inmate's allegations of potential staff misconduct 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

0 Did the department timely notify the OIG regarding the critical Incident? 

TJte department did not notyy the OIG that the department transferred the inmate to an outside hospital until thefollowing day. 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

The department did not notyy the OIG the inmate was transported to an outside hospital while on hunger strike or conduct a ttmefy inquiry into allegations of potential staff" misconduct. 


Incident Date OIG Case Number Case Type 

2016-09-18 16-0001920-RO In-Custody Inmate Eteath 


Incident Summary 

On September 18,2016, an inmate began shaking uncontrollably and sweating pto&iscly in the visiting area. Anofficer and nurse transported the inmate to the triage and treatment area where 
a nurse administered an antidote for opiate overdose, but the inmate's heart and breathing stopped. A nurse began life-saving measures until a paramedic took over, and a physician pronounced the 
inmfl t e dead. 


Disposition 

The coroner determined the cause of death was methamphetamine overdose and the department's Death Review Committee determined the death was unexpected and not preventable. The 
investigative services unit adequately investigated the source of the drugs but did not determine the source or recover additional drugs. The hiring authorify did not identify any staff misconduct 


OveraU Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 
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Incident Date 

2016-09-20 


OIG Case Number 

16-0002120-RO 


Caseiype 

Hunger Strike 


Incident Summary 

From September 20,2016, through November 23,2016, an inmate engaged in a hunger strike because he disagreed with a guil^ finding on a rules violation r^rt On December 5,2016, the inmate 
renewed the hunger strike because he disagreed with the department’s determinations regarding his housing and classification On December 7,2016, the institution transported the inmate to an 
outside hospital where he continued the hunger strike. On December29,2016, the inmate ended the hunger strike but remained at the ho^tal to begin reintroducing food. The inmate lost a total of 
32 percent of his body weight during the hunger strikes. On January 13,2017, the inmate was released fiwn the hospital and transferred to a diEFcrentinstitutiorL 


Diisposition 

The department made reasonable atten^ts to address the inmate's eonoems. The hiring authori^ did not identify any staff misconduct 


OveraU Ajsseissment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-10-11 

OIG Case Number 

16-0001969-RO 

Caseiype 

In-Custody Inmate Death 

Incident Summary 

On October 11,2016, an officer found an inmate unre^nsive after his cellmate reported strangling the inmate. A nurse rc^onded but did not initiate life-saving measures due to obvious signs of 
death, rigor mortis, andlividity. Officers transported the inmate to the triage and treatment area w^e a physician pronounced him dead. The hiring authority referred the case against the cellmate to 
the district attorney’s office. 


Disposition 

The coroner concluded the cause of death was ligature strangulation. The department's Death Review Committee determined the death was not preventable. The department's in-eell assault review 
concluded the department housed the inmates in eon^liance with policy. However, during the review, the department noted documentation discrepancies regarding the inmates' case factors. 

Since the errors were minor and remote in time, they did not change the classification. One of the lieutenants who made an error no longer woriced for the department and the other no longer worked 
at the institution. Therefore, the hiring authorify decided not to provide training. After the OIG identified potential staff misconduct, the hiring authorify submitted a request for investigation to the 
Office of Internal Affairs for an officer’s alleged failure to conduct the required inmate count and for fiilsely documentmg having done so. The Office of Internal Affiiirs opened an investigation, 
which the OIG aooqrtcd for monitoring. 


OveraU Atssessment 

The department's actions were not adequa t e because documentation contained errors, an officer allegedly fiiiled to conduct aproper inmate count and was dishonest, and the hiring authority did not 
timely refer the matter to the Office of Internal Affairs. 


Prior to Incident Rating During Inddeit Rating After Incident Rating 

Insufficient Sufficient Insufficient 


Aisisessment Questionis 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

Documentatim regarding the inmates* class^ication contained discrepancies. An officer allegedlyfailed to conduct proper counts andfalsely documented doing so. 

0 Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 

The OIG tnd^fendentfy identified that an officer allegedfyfailed to conduct proper counts andfalsely documented doing so. 

o Did the hiring authority make a timely decision regarding whether to refer any conduct related to the critical Incident to the OIA? 

The d^fortment learned of the alleged misconduct on October 11,2016, but the hiring authority did not r^er the matter to the Office of Internal Affairs until May S, 2017, more than six 
months qfier the date of discovery. 
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Incident Date 

2016-10-11 


OIG Case Number 

16-0001970-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On Oetober 11,2016, an officer and nurse found an unre^nsive inmate in his cell. The officer and nurse did not initiate life-saving measures due to obvious signs of death, rigor mortis, and 
lividity. Officers transported the inmate to the triage and treatment area where a physician pronouneed the inmate dead. 


Disposition 

The coroner determined the cause of death was heart attack. The department's Death Review Committee determined the death was not preventable. The hiring authori^ did not identify any staff 
misconduct 


OveraU Assessment 



The department's response was satisfiictory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

201^10-15 16-0001977-RO In-Custody Inmate Death 


Incident Summary 

On October 15,2016, an officer saw an inmate being stabbed by a second inmate with an inmate-manufactured wet^Km. The attacking inmate eonq)lied with orders to stop. Nurses initiated life¬ 
saving measures on the attacked inmate and transited him to the triage and treatment area where a physician pronounced him dead. The department referred the matter to the district attorney’s 
office. 


Disposition 

The coroner determined the cause of death was multiple stab wounds to the torso. The department's Death Review Committee concluded the death was not preventable. The hiring authority did not 
identify any staff misconduct 


OveraU Assessment 

The department’s response was satisfactory in all critical a^ects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-10-26 

OIG Case Number 

16-0002016-RO 

Caseiype 

In-Custody Inmate Death 


Incident Summary 

On October 26,2016, a nurse discovered an inmate having a seizure in his cell and transported the inmate to the infirmary where the inmate stopped breathing. Nurses performed life-saving 
measures and an ambulance transported the infla t e to an outside ho^ital v(4iere a physician pronounced him dea d. 


Disposition 

The department's Death Review Committee determined the primary cause of death was ventricular arrhythmia and the inmate's death was not preventable. The hiring authority did not identify any 
staff misconduct 


Overall Assessment 

The dq^KUtment's actions following the incident were not adequate because the hiring authority did not timely consult with the OIG. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

0 Did the department adequately consult with the OIG regarding the critical Incident? 
The htrtng authofity did not timefy respond to the OIG*s inquiries and telephone calls. 
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Incident Date 

2016-10-30 


OIG Case Number 

16-0002020-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On Oetober 30,2016, officers found an inmate unre^nsive in his cell and initiated life-saving measures. Nurses continued life-saving measures and transited the inmate to the institution's 
emergency room where a physician pronounced the inmate dead. 


Disposition 

The coroner determined the inmate died of aheroin overdose. The department's Death Review Committee determined the death was not preventable but also found that nurses did not administer a 
heroin antidote and could have directed officers to take over lifesaving measures so they could administer the antidote. The Death Review Committee referred the matter to the department's Nursing 
Professional Practioe Committee. The hiring authori^ investigated the source of the heroin but was unable to identify the source. 


OveraU Assessment 

The department’s actions during the incident were not adequate because nurses did not adequat e ly respond to the incident 


Prior to Incident Rating During Incident Rating 

Sufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

The department's actkms during the incident were not adequate because nurses did not administer medication to counteract the potential life-threatening ^ects of a drug overdose and did 
not direct officers to take over Itve-savtng measures so they could administer the medication 


After Incident Rating 

Sufficient 


Incident Date OIG Case Number Case lype 

2016-11-02 16-0002024-RO In-Custody Inmate Death 


Incident Summary 

On November 2, 2016, two officers, acounselor, and anursc responded to a call for assistance and discovered an unresponsive inmate in his cell with his cellmate hunched over him. The nurse 
initiated life-saving measures. Officers and nurses transited the inmate to the triage and treatment area where a physician pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death to be acute mcthanq)hetaminc intoxication. The department's Death Review Committee determined the inmate's death was not preventable. The OIG 
identified that officers had a reasonable suspicion that the inmate and his cellmate possessed drugs but did not place the inmate on contraband surveillance watch. The hiring authority provided 
training to the officers regarding contraband surveillance watch. 


OveraU Assessment 

The department’s actions prior to the incident were not adequa t e because the department failed to place the inmate on contraband surveillance watch. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Insufficient Sufficient Sufficient 


Assessment Questions 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

Prior Ut the incident, the department failed to place die inmate on contraband surveillance watch despite a reasonable suspicion the inmate and his cellmate possessed drugs, 

0 Did the OIG Independently Identify an operational Issue or policy violation that resulted In, or should have resulted In, corrective action or a referral to the OIA? 

The OIG identifted that based on information a reliable source provided to the investigative services unit and the inmate's beharior duringa search for contraband on the day the inmate 
died, officers should have placed die inmate on contraband surveillance watch. 
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Incident Date 

2016-12^6 


OIG Case Number 

16-0002113-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On December 6, 2016, an officer observed an unre^nsive inmate on the floor in a cell. The officer and nurses performed life-saving measures until aphysieian pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death to be severe heart disease. The department's Death Review Committee determined the death was natural and unexpected and the emergency medical 
response was «^ropriate. The hiring authori^ did not identify any staff miseonduet 


Overjdl Assessment 

The department's response was satis&ctory in all critical aspects. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Sufficient Sufficient 


Incident Date OIG Case Number Case Type 

2016-12-25 16-0002161-RO In-Custody Inmate Death 


Incident Summary 

On December 25,2016, an officer saw an inmate in fiont of acell with blood coming fiom his nose and mouth. The inmate colUpsed and became unresponsive. Two other officers and anurse 
initiated life-saving measures. Paramedics arrived and continued life-saving efforts until a physician pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death was aspiration related to lung cancer. The department's Death Review Committee determined the death was not medically preventable. The hiring 
authorify did not identify any staff miseonduet 


OveraU Assessment 

The department's re^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-li-27 

OIG Case Number 

16-0002160-RO 

Caseiype 

In-Custody Inmate Death 


Incident Summary 

On December 27,2016, an officer found an unresponsive inmate on his bed. Two officers and two nurses performed life^ving measures and tran^orted the inmate to the triage and treatment area 
where life-saving measures continued until aphysieian pronounced the inmate dead. 


Disposition 

The department's Death Review Committee determined the inmate died fiom a sudden heart attack and the death was not preventable. The hiring authority did not identify any staff misconduct 

Overall Assessment 



The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date 

2016-12^28 


OIG Case Number 

17-00001 lO^RO 


Caseiype 

Hunger Strike 


Incident Summary 

On December 28,2016, an inmate initiated a hunger strike claiming his housing needs were not being met The inmate ended the hunger strike on January 20,2017. 


Disposition 

The department made reasonable attend to address the inmate’s concerns. The hiring authori^ did not identify any staff misconduct 

OveraU Assessment 



The department’s response was satisfactory m all critical aspects. 



Prior to Incident Rating 

During Inddait Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case Type 

2017-01-05 17-OOOOlOl-RO Hunger Strike 


Incident Summary 

On January 5,2017, an inmate begana hunger strike due to safey eoneems. On January 9,2017, the inmate fell and the department transported him to an outside hospital. The inmate returned to the 
institution the same day. On January 12,2017, the inmate became unresponsive, and the department transported the inmate to an outside hospital again. On the same day, the inmate ended his hunger 
strike and returned to the institution. 


Disposition 

The department made reasonable attend to address the inmate’s concerns. The hiring authori^ did not identify any staff misconduct 


OveraU Assessment 

The department's re^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 


Incident Date OIG Case Number Case lype 

2017-01-20 17-0000141-RO In-Custody Inmate Death 


Inddent Summary 

On January 20,2017, the dfipartment sent the inmate to an outside hospital for treatment where he died on January 26,2017. 


Disposition 

The department's Death Review Committee determined the inmate died due to influenza andpneumonia and the death was not preventable. The hiring authority provided training to the lieutenant 
regarding report writing. 


OveraU Assessment 

The department’s actions following the incident were not adequate because a lieutenant did not adequately document the incident 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

o Was the crlttcal tnetdent adequately documented? 

A lieutemmt did not include a clear and concise timeline of events or timeline of required notiftcations In his report 
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Incident Date OIG Case Number Case Type 

2017-01-25 17-0000143-RO Hunger Strike 


Incident Summary 

On January 25,2017, an inmate initiated a hunger strike due to denial of law library documents, program restriction, and housing status. On January 29,2017, the inmate fell, iiyuring his leg, and 
the department transported him to an outside hospital. The inmate returned to the institution the same day. On February 21,2017, the inmate ended his hunger strike. 


Disposition 

The department made reasonable attempts to address the inmate^s eoneems. The hiring authori^ did not identify any staff misconduct but provided training to management and supervisory staff 
regarding timely notification to the OIG. 


OveraU Assessment 

The department’s actions were not adequate because the department did not notify the OIG in a timely and sufficient manner preventing the OIG from real-time monitoring of the case. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Insufficient Sufficient 


Assessment Questions 

0 Did the department timely notify the OIG regarding the critical Incident? 

The ikpartmefUdidnotnotyythe OIG the inmate was transported to an outside hospital while on hunger strike. 


Incident Date OIG Case Number Case lype 

2017-01-30 17-0000135-RO In-Custody Inmate Death 


Inddent Summary 

On January 30,2017, an officer discovered an unre^nsive inmate on the floor of a cell he shared with a cellmate. The inmate had cuts on his &ce and blood on his shorts and legs. A sergeant, three 
officers, and two nurses performed life-saving measures. The department transported the inmate to an ambulance where aparamedic pronounced the inmate dead. The department referred the matter 
to the district attorney's office. 


Disposition 

The coroner concluded the cause of death was asphyxia due to external oonpression of the neck with blunt force trauma to the head and chest The department's Death Review Committee 
determined the death was not preventable. The institution's in-cell assault review concluded the inmates were housed within departmental guidelines. The hiring authority did not identify any staff 
misconduct 


OveraU Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 


Incident Date OIG Case Number Case Type 

2017-02-11 17-0021834-RO Hunger Strike 


Inddent Summary 

On February 11,2017, an inmate began a hunger strike because he was not allowed to possess personal properfy. On February 17,2017, the department transferred the inmate to an outside hospital 
for treatment of a prior injury. The inmate ended his hunger strike at the luMpital and returned to the institution the same day. 


Disposition 

The department made reasonable atten^ts to address the inmate's concerns. The hiring authority did not identify any staff misconduct 

Overjdl Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddeit Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date 

2017-0i-28 


OIG Case Number 

17-0021895-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On February 28, 2017, an officer found an unre^onsive inmate on the floor of a cell. Officers and a nurse performed life-saving measures. Paramedics arrived and continued life-saving measures 
until aparamedic pronounced the inmate dead. 


Disposition 

The department's Death Review Committee determined the cause of death was lung cancer and the death was not preventable. The hiring authorify did not identify any staff misconduct 

OveraU Assessment 



The department's response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 


Incident Date OIG Case Number Case T^e 

2017-03-11 17-O022290-RO Hunger Strike 


Incident Summary 

On March 11,2017, an inmate initiated a hunger strike because he wanted protective ftames for his glasses. The inmate ended his hunger strike on April 10,2017. 


Disposition 

The department made reasonable atten^ts to address the inmate’s concerns. The hiring authori^ did not identify any staff misconduct Howevei; to inqnove the reliabilify of information regarding 
an inmate's weight \iMe on hunger strike, the hiring authorify instituted a practice requiring documentation regarding ^t^iether the inmate is wearing a medical device while being weighed ^le on 
hunger strike. 


OveraU Assessment 

The department’s re^nse was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2017-03-15 

OIG Case Number 

17-0022102-RO 

Caseiype 

Other Significant Incident 


Incident Summary 

On March 15,2017, t^proximately 30 inmates attacked four officers ina dining hall. Officers used physical force, pepper spray, and two less-lethal rounds to stop the attack. The officers sustained 
minor iiyuries and a re^nding counselor suffered a broken thumb. An inmate sustained an orbital ftacture. The department transited the iiyured inmate to an outside hospital and the inmate 
returned to the institution the same day. 


Dispoidtion 

The institution’s executive review committee determined the use of force was within policy. The OIG concurred. The hiring authority did not identify any staff misconduct 


OveraU Assessment 

The department’s response was satbfoctory in all critical aspects. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Sufficient 
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Incident Date OIG Case Number Case Type 

2017-03-26 17-0022231-RO Hunger Strike 


Incident Summary 

On March 26,2017, an inmate initiated a hunger strike due to the possibili^ of being transferred to another institution. On March 30,2017, the department transported the inmate to an outside 
ho^ital for dehydration, high blood pressure, and risk of stroke. The inmate remained in the outside ho^ital until he ended the hunger strike on April 29,2017. 


Disposition 

The department made reasonable attempts to address the inmate's eonoems. The hiring authori^ did not identify any staff misconduct 


Overoll Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2017-04-21 

OIG Case Number 

17-0022437-RO 

Caseiype 

Inmate Serious/Great Bodily Iiyury 


Incident Sumnuury 

On April 21,2017, an officer allegedly failed to secure two housing unit doors, allowing an inmate to leave his housing unit, enter another housing unit, and attack a second officer with two inmate- 
manufactured weapons. The second officer used pepper ^ray and physical force, and two other officers used physical force to subdue the inmate. The second officer suffered puncture wounds anda 
laceration to his ear. A sergeant transported the second officer to an outside hospital and he was released the same day. The department transported the inmate to an outside ho^tal for possible head 
and rib iiyuries. The inmate also returned to the institution the same day. 


Diispoisitioii 

The hiring authori^ identified potential staff misconduct based on an officer’s alleged fiiilure to secure the two doors. Therefore, the hiring authori^ referred the ease to the Office of Internal Affiiirs 
for investigation. The Office of Internal AfEoirs agreed to interview the officer. The OIG accepted the case for monitoring. 


OveraU Atssessment 

The department’s actions prior to the incident were not adequa t e because an officer allegedly fiuled to secure two doors, allowing the inmate to attack another officer. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Insufficient Sufficient Sufficient 


Aissessment Questionis 

0 Were the department's aettons prior to, during, and after the critical Incident appropriate? 

An officer aiiegedfy two doors open, allowing an inmate to exit one section and enter a second section where he attacked another officer. 
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Incident Date OIG Case Number Case Type 

2017-05-02 17-0022537-RO Inmate Serious/Great Bodily Iiyury 


Incident Summary 

On May 2,2017, an inmate hit an officer with a cane, and three officers used physical force to restrain the inmate. The department transited the inmate to an outside ho^ital. The inmate suffered 
a serious injury. 


Disposition 

The hiring authority identified potential staff misconduct based on officers' alleged unreasonable use of force and fitilure to accurately rqmrt use of force. Therefore, the hiring authori^ referred the 
case to the Office of Internal Affiiirs for an investigation, which the OIG acc^ted for monitoring. 


OveraU Assessment 

The department’s actions were not adequa t e because officers allegedly used unreasonable force on an inmate, resulting in serious injury to the inmate, and failed to accurately report the use of force. 
Also, an officer failed to complete adequate documentation, and the Office of Internal Affiairs didnot add a dishonesty allegation. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Sufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

Officers allegedly used unreasonable force resulting In serious tn/ury to an inmate, faded to accurately report the use of force, and an officer faded to adequatefy document a holding ced 
log, 

o Was the critical Incident adequately documented? 

Officers allegedlyfailed to accurately r^ort the use use of force and an officerfaded to adequatefy document a holding ced log, 

0 Did the OIA make an appropriate Initial determination regarding the case? 

The Office ofIntemal Affairs did not add a dishonesty allegation for each office" despite tnformadon suggesting the officers lied tn reporting the force used and vtitnessed 


Incident Date OIG Case Number Case Type 

2017-05-25 17-0022825-RO Hunger Strike 


Incident Summary 

On May 25,2017,74 inmates in an administrative segregation unit declared hunger strikes because they wanted exercise equipment in the administrative segregation unit exereise yard, eleaner 
exercise yards, eleaning supplies, access to law elerks and more access to the law library, rehabilitative programs and education, and the same privileges as inmates in seeuri^ housing units. The 
inmates also complained that some officers were too loud while conducting security checks. As of June 1,2017, the inmates ended their hunger strikes. 


Diispotsition 

The department made reasonable attend to address the inmates' concerns. The hiring authority did not identify any staff misconduct 

OveraU Asisessment 



The department's response was satisfEU^tory in all eritieal aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Suffieient 
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South 


Incident Date OIG Case Number Case lype 

201^^15 16-0000758-RO In-Custody Inmate Death 


Incident Summary 

On February 15, 2016, offieers found an unresponsive inmate bleeding hom his head and nose. The department transported the inmate to an outside hospital tihere he died on March 9,2016. The 
hiring authori^ referred the matter to the distriet attorney’s office to investigate possible homicide by another inmate. 


Disposition 

The coroner determined the cause of death was blunt force head trauma. The department's Death Review Committee concluded that the death was not medically preventable. The hiring authority did 
not identify any staff misconduct 


Overall Assessment 

The department’s response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 


Incident Date OIG Case Number Case lype 

20HW)3-18 16-0000866-RO In-Custody Inmate Death 


Inddent Summary 

On March 18,2016, officers discovered an unre^nsive inmate in his cell. The officers removed the cellmate and initiated life-saving measures on the inmate. Outside firefighters arrived and 
th e d e ad . 


Disposition 

The coroner rqwrtcd the cause of death as mixed drug toxicity but the manner of death, based on evidence of blunt force trauma, is undetermined. The investigative services unit took reasonable 
st^ to identify the source of the drugs and outside law enforcement is investigating. The department’s Death Review Committee concluded the death was not medically preventable. The hiring 
authorify did not identify any staff misconduct 


OveraU Assessment 

The department's re^nse was satisfactory in all critical aspects. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Sufficient 


Incident Date OIG Case Number 

2016^)4-03 16-0001014-RO 


Caseiype 

In-Custody Inmate Death 


Inddent Summary 

On April 3,2016, officers discovered an unresponsive inmate covered in blood in a cell. Officers and nurses performed life-saving measures until aphysieian pronounced the inmate dead. Outside 
law enforcement is investigating the incident 


Disposition 

The coroner concluded the cause of death was homicide. The department conducted an in-cell assault review and determined the institution complied with policies when housing the two involved 
inmates. The department’s Death Review Committee concluded the inmate’s death was unexpected and medically not preventable. The hiring authority did not identify any staff misconduct 


Overall Assessment 



The department’s response was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2016-04-14 16-0001147-RO In-Custody Inmate Death 


Incident Summary 

On April 14,2016, an officer found an inmate hanging fiom a noose in the cell. Two officers, three nurses, and paramedics performed life-saving measures but were unsuccesshil. A paramedic 
pronounced the inmate dead. 


Disposition 

The coroner determined the cause of death to be asphyxiation by hanging and the d^rtment's Suicide Case Review Committee r^rted the death as foreseeable and preventable suicide. The hiring 
authori^ identified potential staff misconduct based on the officer’s alleged failure to perform, a proper securi^ check, entering the cell without notifying a sergeant, and failure to timely submit an 
incident report Therefore, the hiring authority referred the matter to the Office of Internal Affiairs for investigation The Office of Internal AfEairs opened an investigation, wdiich the OIG 
accepted for monitoring. 


Overall Assessment 

The department's actions were not adequa t e because an officer allegedly failed to adequately conduct a security check, entered the inmate's cell prior to notifying asipervisor, and fiuled to timely 
conq)lete an incident report The hiring authority did not timely refer the matter to the Office of Internal Affairs. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Insufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

PrUrr to the incident, an officer allegedly did not discover the inmate had a noose around her neck during a security check. During the incident, the officer allegedly entered the inmate !s cell 
prior to notff)dng a st^ervisor. After the incident, the officer allegedly did not complete an incident report b^ore going off duty 

o Was the critical Incident adequately documented? 

The officer allegedfyfailed to conplete an incident report bffore gotngoffduty 

0 Did the hiring authority make a timely decision regarding whether to refer any conduct related to the critical Incident to the OIA? 

The department learned of the alleged misconduct on April 14,2016, butthehMf^autharifydidnotrffer the matter to the Office of Internal Affairs untUJanuary 18, 2017, 279daysqfter 
the date of discovery 


Incident Date OIG Case Number Case Type 

2016-05-13 16-0001455-RO In-Custody Inmate Death 


Incident Summary 

On May 13,2016, an inmate con^lained of stomaeh pains and vomiting. The department transported the inmate to an outside hospital where the inmate was found to have abindle of marijuana in 
his intestine. Aphysieian surgieally removed the bindle, but the inmate suffered surgical con^lieations. A physician pronounced the inmate dead on May 14,2016. 


Disposition 

The coroner concluded the eause of death was hypertrpphie cardiomyopathy. The department's Death Review Committee concluded the eause of death was medieally non-preventable eardiovaseular 
disease. The hiring authority did not identify any staff miseonduct 


OveraU Assessment 



The department's response was satisfeu^ry in all critical aspects. 



Prior to Incident Rating 

During Incident Rating 

After Incident Rating 

Sufficient 

Suffieient 

Suffieient 
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Incident Date OIG Case Number Case Type 

2016-05-30 16-0001667-RO In-Custody Inmate Death 


Incident Summary 

On May 30,2016, an inmate eolh^ed while working in the kitehem Officers and nurses performed life-saving measures that were unsuccesshil, and aphysieian pronounced the inmate dead. 


Disposition 

The coroner determined the inmate died of methamphetamine tmdei^. The department's Death Review Committee found that the death was not medically preventable. The department 
unsuccessfully atten^ted to locate the source of the drugs. The hiring authori^ did not identify any staff misconduct 


Overjdl Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-06-08 

OIG Case Number 

16-0001721-RO 

Case Type 

In-Custody Inmate Death 

Inddent Summary 

On June 8,2016, an officer found an unresponsive inmate in a cell. Officers and nurses performed life-saving measures but they were unsuccessful, and aphysieian pronounced the inmate dead. 


Disposition 

The coroner concluded the inmate sustained heart poisoning due to acute fentanyl intoxicatioru The department's Death Review Committee determined the inmate's death was not medically 
preventable. The investigative services unit found fentanyl in the cell. The department took i^ipropriate steps to identify the source of the drugs and provided training to custody staff regardiog 
fentanyl. 


OveraU Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 

During Inddent Rating 

Sufficient 

After Incident Rating 

Sufficient 


Incident Date 

2016-06-15 

OIG Case Number 

16-0001737-RO 

Case Type 

In-Custody Inmate Death 


Incident Summary 

On June 15,2016, officers found an unresponsive inmate in his cell. The officers and nurses attempted life-saving measures but were not successful. After consulting aphysieian, a 
paramedic pronounced the inmate dead. 


Disposition 

The coroner determined the inmate died of heroin intoxication. The department's Death Review Committee found the death was not medically preventable. The department unsucoessfiiUy attempted 
to locate the source of the drugs. The hiring authority did not identify any staff misconduct 


OveraU Assessment 

The department's response was satisfactory in all critical aspects. 


Prior to Incident Rating 

Sufficient 


During Inddent Rating 

Sufficient 


After Incident Rating 

Sufficient 
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Incident Date 

2016-08-14 


OIG Case Number 

16-0001853-RO 


Caseiype 

In-Custody Inmate Death 


Incident Summary 

On August 14,2016, officers found an unresponsive inmate face down on the floor of aeell. Officers and a nurse initiated life-saving measures and transited the inmate to the triage and treatment 
area. Paramedics arrived and took over life-saving measures until a physician pronounced the inmate dead. 


Disposition 

The coroner indicated the inmate died of acute mcthamphetaminc and opiate intoxication. The department's Death Review Committee determined the death was not medically preventable. The 
hiring authori^ took steps to investigate the source of the drugs. The hiring authori^ did not identify any staff misconduct 


OveraU Assessment 

The department’s response was satis&ctory in all critical aspects. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Sufficient 


Incident Date OIG Case Number Case Type 

201^^16 16-0001921-RO In-Custody Inmate Death 


Inddent Summary 

On September 16,2016, an officer found an unresponsive inmate. Two officers and two nurses initiated life-saving measures. The department transported the inmate to an outside hospital where a 
physician pronounced him dead. 


Disposition 

The coroner determined the cause of death was heroin and methamphetamine toxicify and manner of death was accidental. The department's Death Review Committee also concluded the cause of 
death was heroin and a m p h ^i t am i ng toxicify and the death was not medically preventable. The hiring authorify did not identify any staff misconduct. 


OveraU Assessment 

The department's actions following the incident were not adequa t e because the institution did not investigate the source of the drugs. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Insufficient 


Assessment Questions 

o Were the department's actions prior to, during, and after the critical Incident appropriate? 

The institutionfailed to investigate the source of the drugs that caused the inmate's death. 


Incident Date OIG Case Number Case lype 

2016-11-20 16-0002080-RO Suicide 


Inddent Summary 

On November 20,2016, an officer found an unresponsive inmate in a cell with abag over his head and a strip of tom shirt securing the bag to his neck. Officers and paramedics performed life¬ 
saving measures but were unsuccesshil, and aparamedic pronounced the inmate dead. 


Disposition 

The coroner determined the manner of death was suicide and cause of death was suffocation. The department's Suicide Case Review Committee determined the death was foreseeable but not 
preventable. The department's Death Review Committee concluded the death was a non-preventable suicide. The hiring authorify did not identify any staff misconduct 


OveraU Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Sufficient 
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Incident Date OIG Case Number Case Type 

2016-12^2 16^)OQ2112-RO In-Custody Inniate Death 


Incident Summary 

On December 2, 2016, officers discovered an unresponsive inmate in his cell. Officers removed the inmate fi:om the cell and initiated life-saving measures. Four nurses arrived and continued life¬ 
saving efforts until paramedics arrived, and a physician at an outside hospital pronooneed the inmate dead. 


Disposition 

The coroner identified the cause of death as heart disease. The d^artment’s Death Review Committee concluded the death was possibly medically preventable. The hiring authority identified 
potential staff misconduct based on the transiting officers* alleged failure to contact emergency medical services after learning the inmate was having a diabetic emergency during trans^ 'Die 
hiring authority referred the case to the Office of Internal Affairs for investigation. The Office of Internal AfEairs opened an investigation, ^ch the OIG aooq)ted for monitoring. 


OveraU Assessment 

The department's actions prior to the incident were not adequate because officers allegedly did not adequately provide medical assistance to the inmate and the hiring authority delayed referring the 
matter to the Office of Internal Affairs. 


Prior to Incident Rating During Incident Rating After Incident Rating 

Insufficient Sufficient Sufficient 


Assessment Questions 

0 Were the department's actloiis prior to, during, and after the critical Incident appropriate? 

Officers transporting the inmate allegedly failed to contact emergency medical services when learning the inmate was havtnga diabetic emergency during transport, 

o Did the hiring authority make a timely decision regarding whether to refer any conduct related to the critical Incident to the OIA? 

The d^Htrtment learned of the alleged misconduct on December 2,2016, but the hiring authority did not refer the matter to the Office of Internal Affairs untU January 17, 2017, 46 days 
after the date of discovery. 


Incident Date OIG Case Number 

2016-12^10 16-0002129-RO 


Case Type 

In-Custody Inmate Death 


Incident Summary 

On December 10,2016, officers found an unresponsive inmate in a cell after his cellmate called for help. Officers, a nurse, and paramedies performed life-saving measures that were unsuccessful, 
and aphysieian pronounced the inmate dead. Outside law enforcement is conducting a homicide investigation. 


Disposition 

The coroner determined the inmate died of a blood elot in the lungs partially due to an earlier injury from a fight with another inmate. The department's Death Review Committee determined the 
death was not medieally preventable. The hiring authority did not identify any staff misconduct 


OveraU Assessment 



The department's response was satisfEU^tory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Suffieient 

Suffieient 
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Incident Date OIG Case Number Case Type 

2016-12.31 17-0000122.ro Hunger Strike 


Incident Summary 

On December 31,2016, an innmte began a hunger strike because bis personal proper^ bad been confiscated. On January 27,2017, the inmate ended his hunger strike but onFebruary 6,2016, 
resumed the hunger strike due to dissatisfaction with replacement property and being denied j^lianccs necessary to cope with his disabilities. As of March 19,2017, the inmate lost 31 percent of 
his original body weight. On March 20,2017, the department transferred the to an outside ho spital, The inflate returned to the institution on March 21, 2017, and ended the hunger strike 
on March 23,2017. 


Diisposition 

The department made reasonable atten^ts to address the inmate's concerns. The hiring authori^ did not identify any staff misconduct 


OveraU Ajsseissment 

The department's response was satisfiictory in all critical aspects. 


Prior to Incident Rating During Inddent Rating After Incident Rating 

Sufficient Sufficient Sufficient 


Incident Date OIG Case Number 

2017-02^6 17-0021707-RO 


Caseiype 

In-Custody Inmate Death 


Inddent Summary 

On February 6,2017, an officer discovered an unre^nsive inmate in his cell. TWo officers and a nurse performed life-saving measures until paramedies arrived and pronounced the inmate dead. 


Disposition 

The coroner determined the eause of death to be a heroin overdose. The department's Death Review Committee determined the death was not medieally preventable. The department attenqrted to 
identify the source of the heroin but was unsuccessful. The hiring authorify did not identify any staff misconduct 


OveraU Assessment 



The department's re^nse was satisfactory in all critical aspects. 



Prior to Incident Rating 

During Inddent Rating 

After Incident Rating 

Sufficient 

Sufficient 

Suffieient 
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Incident Date OIG Case Number Case Type 

2017-04-24 17-00224^-RO In-Custody Inmate Death 


Incident Summary 

On April 24,2017, an officer discovered a non-responsive inmate in his cell. The officer performed life-saving measures, which were not sueeesslul because the inmate had been dead for several 
days. 


Disposition 

The hiring authority identified potential staff misconduct based on several officers alleged failure to conduct proper inmate counts, licensed psychiatric technicians alleged failure to administer and 
monitor the inmate's medications, and alleged false reporting regarding contact with the inmate after his death. The hiring authori^ referred the matter to the Office of Internal Affairs. The Office of 
Internal Affairs opened an investigation to address allegations against eight officers, two licensed psychiatric technicians, and one teacher. The OIG accepted the case for monitoring. 


OveraU Atsseissment 

The department's response was not adequate because officers and licensed psychiatric technicians allegedly fiiiled to properly monitor the inmate before he died and detect the inmate was dead. 
Also, the department did not adequately notify the OIG and the Office of Internal Affairs did not approve an investigation into alleged misconduct by four additional officers and three additional 
licensed psychiatric technicians even though the allegations are supported by evidence. 


Prior to Incident Rnting During Incident Rating After Incident Rating 

Insufficient Insufficient Insufficient 


Assessment Questions 

0 Were the department's actions prior to, during, and after the critical Incident appropriate? 

Officers and licensed psychiatric technicians allegedly failed to properfy monitor the inmate and detect the inmate was dead for three days. The departmentfailed to notffythe OIGofthe 
date and time of the autopsy. 

o Did the OIA make an appropriate Initial determination regarding the case? 

The Office ofInternal Affairs r^ed to investigate similar alleged misconduct byfour additional officers and three additional licensed psychiatric technicians when there was sufficient 
evidence the inmate was deadforas long as three days, and the officers and licensed psychiatric technicians should have discovered the inmate. 
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Appendix F 49 

Contraband Surveillance Watch Cases 

Central 


Date Placed on Contraband Watch 

2016-12^ 

Date Tlaken off Contraband Watdi 

2016-12^ 

Reason for Placement 

1. Drugs 

Contraband Found 

1,Drugs 

Incident Summary 



16-15446-CW 


On December 4, 2016, the department placed an inmate on contraband surveillance watch after officers saw the inmate swallow an unknown object Officers searched the inmate's cell and. found a 
bindle of suspected heroiru The department transported the inmate to an outside hospital where tbe inmate remained on contraband surveillanee watch. An imaging scan showed no additional 
bindles or foreign objects inside the inmate. The department removed the inmate ffinn contraband surveillanee watch and returned the inmate to the institution the same day. During that time, the 
department recovered no contraband fiom the inmate. 


Incident Assessment Insuflident 

The department did not sufficiently comply with policies and procedures governing contraband surveillanee watch during the four hours of the contraband surveillanee watch. The department did 
not zpply restraints, provide the inmate with hygiene opportunities, or eon^lete required documentation. The hiring authority provided training to address the documentation deficiencies. 


Assessment Questions 

o Did appllcatton of lestratnts comply with CSW policies and procedures? 

TJte d^artment did not <^ly restraints, 

o Did the department comply with policies and procedures governing hygiene requirements? 

Office did notpro^ide the inmate access to proper iQfg^ene, 

0 Did the department complete appropriate documentation? 

Officers did not document allying restraints or the inmate's activities for the duration of the inmate's placement on contraband surveillance watch, 

o Overall, did the department substantially comply with CSW policies and procedures? 

The dqrartment did notproperfy document the incident 

o Did the hiring authority Identify a policy violation or Issue and take corrective action. Including training? 

The hiring authority trained the officers Mdto failed to docwnentthe inmate's octMties MdUle on contraband surveillance watch. 
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Date Placed on Contraband Watch 

2016-12^17 

Date Tiaken off Contraband Watdi 

2016-12^22 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



16-15455-CWRM 


On Eteoembcr 17,2016, the department placed an inmate on contraband, surveillanee watch because an officer saw the inmate swallow an unknown object The department removed the inmate ftom 
contraband surveillanoe watch on Etecember 22,2016, five days later. During that time, the department recovered heroin from the inmate. 


Incident Aistgessment ImsuHident 

The department did not sufficiently cort^ly with policies and procedures governing contraband surveillance watch. Sergeants did not consistently con^lete required siq>ervisory cheeks, and officers 
did not con^lete required documentation or consistently provide the inmate proper hand hygiene. The department provided training to address the deficiencies. 


Aissessment Questions 

Q Did the department comply with policies and procedures governing hygiene requirements? 

Offk^didnotconsistentfypmvide the tnmatewith hand-washing oppertmities prior to meals md after using the restroonk 

o Did the department complete appropriate documentation? 

Officers did not consistentfy document that required medical assessments were confuted, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

Sergeants did not consistently conduct stqrenisory checks, and officers did not consist&Ufy document that required medical assessments were completed or that the inmate was provided 
proper hand hygiene, 

0 Did the hiring authority identify a policy violation or issue and take corrective action. Including training? 

The hiring authority provided training to officers and sergeants to address the deficiencies. 



Date Placed on Contraband Watch 

2017-01-08 

Date llaken off Contraband Watch 
2017-01-16 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15464-CWRM 


On January 8,2017, the department placed an inmate on contraband surveillance watch because an officer saw the inmate swallow an unknown object from a milk carton during visiting. 
The department removed the inmate from contraband surveillance watch on January 16,2017, eight days later after recovering heroin from the inmate. 


Incident Assessment SuHident 

Overall, the department suffieiently con^lied withpolieies and procedures governing contraband surveillance watch. 
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Date Placed on Contraband Watch 

2017-01-15 

Date Taken off Contraband Watdi 
2017-01-18 

Reason for Placement 

1. Suspicious Activity 

Contraband Found 

1.Drugs 

Incident Summary 



17-154«^W 


On January 15,2017, the department trans|>orted an inmate to an outside hospital because an ofSeer saw him swallow a suspected drug bindle during visiting. The inmate refused all medical 
assessments, and the department returned the inmate to the institution and placed him on contraband surveillance watch the same day. On January 17,2017, the inmate retrieved and re-ingested the 
suspected drug bindle. The department returned the to an outside hospital where he remained on contraband surveillance watch. The department removed the inmate ftom contraband 
surveillance watch and returned him to the institution on January 1 8 , 2017, three days after placement, after recovering concentrated caimabis firom the inmate. 


Incident Assessment Insuflident 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. The department did not adequately notify the OIG, an officer did not continually 
monitor the inmate, and a sergeant did not assign two officers while the inmate was unrestrained. Sergeants and officers did not consistently con^lete required documentation and supervisory 
checks. The department provided counseling and training to address the deficiencies. 


Assessment Questions 

e Did the department comply with poltdes and procedures governing hygiene requirements? 

Officers did not consistently provide the inmate the (pportunity to wash his hands prior to meals and after using the restroom, 

o Did the department comply with poltdes and procedures governing the Inmate's removal from CSW? 

The d^rartment did not notify the OIG when removing the inmate Jrom contraband surveillance watch, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The deparimentdid notnotffythe OIGwhen transferrtr^ the irunate to an outside hospital orwhen removing the inmate Jrom contraband surveillance waUdt, An officer did not continually 
monitor the inmate, ond a sergeant did not assign two office during unrestrained times, restdtingin the inmate retrieving and re^ingesting the contraband. Officers did not consistently 
conduct required security checks of the inmate's junpsuit or provide the inmate proper hand hygiene. Sergeants did not consistentiy complete required supervisotry checks, 

0 Did the OIG Identify a policy vtolatton or Issue that resulted In, or should have resulted In, corrective action, Including training? 

The d^rartment did not notify the OIGwhen transferring the inmate to an outside hospital or removing the tnmatejrom contraband surveillance watch. The department provided training to 
managers to address the deftciencies, 

o Did the hiring authority Identify a policy violation or Issue and take corrective action, Including training? 

The hiring authority identifted that the administrative officer of the day did not make required notffications, an officer did not continually monitor the inmate, andasergeant did not assign 
two officers during unrestrained times. The hiring authority also identifted that officers did not consistently conduct required security checks of the inmate k Jumpsuit or provide the inmate 
proper hand hygiene. Sergeants did not consistentiy conplete required supervisory checks. The department provided counseling to the sergeant and officer who did not provide constant 
observation, and provided training to managers and officers to address the other deficiencies. 


SEMI-ANNUAL REPORT VOLUME II JANUARY-JUNE 2017 
OEFICE OF THE INSPECTOR GENERAL 


Page 115 

STATE OF CALIFORNIA 









Date Placed on Contraband Watch 

2017-02^13 

Date Tiaken off Contraband Watdi 
2017-02^14 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



17-15489-CW 


On February 13, 2017, the department placed an inmate on contraband survcillanoe watch after an ofSeer observed him place an unknown item in his mouth during a random cell search. The 
department removed the inmate ftom contraband surveillance watch on February 14,2017, one day later, after an x-ray revealed no foreign object During that time, the department recovered no 
contraband ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently conply with policies and procedures governing contraband surveillance watch. The department prematurely removed the inmate firom contraband surveillance 
watch, neglected to timely notify the OIG of the inmate’s removal, and did not consistently provide the inmate with proper hygiene or range of motion opportunities. A nurse did not conduct a 
required medical assessment The hiring authority provided training to an associate warden, ciptain, sergeants, officers, and administrative officers of the day to address some deficiencies. The 
hiring authority decided not to take action in response to the nurse's failure, deeming it an issue for sergeants and officers. 


Assessment Questions 

e Did the department comply with poltdes and procedures governing hygiene requirements? 

Officers did not consistently provide the inmate with the opportunity to wash his hands prior to meals and after using the restroom, or remove trashftom the cell 

o Did the department conduct required medical assessments? 

A nurse did notcorrplete a required medical assessment prior to the inmate's placement on contraband surveillance watch, 

0 Did the department comply with poltdes and procedures governing the inmate's removal from CSW? 

The hiring authorityprematurefy authorized removing the inmate fiom contraband surveillance watch within one day of placement after an 7t-ray revealed no foreign object and did not 
timely notiftf the OIG of the removal 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The d^rartment neglected to timely notffy the OIG when removing the inmate fiom contraband surveillance watch and removed the inmate b^ore establishinga reasonable bdi^ the inmate 
was free of contraband. Officers did not consistently provide the inmate with proper hygiene or range of motion opportunities, and a nurse did not conduct a required medical assessment, 

o Did the OIG identify a policy violation or issue that resulted in, or should have resulted in, corrective action, including training? 

The OIG identiftedthe department prematurely removed the tnmatefrom contraband surveillance watch and did not timely notiftr the OIG of the inmate^ removal The hiring authority 
trrplemented new policies and provided training to an associate warden, ceptain, four sergeants, two officers, and administrative officers of the day to address these d^iencies, 

o Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority identifted that officers did not consistently provide the inmate hygjene or range of motion opportunities, and that a nurse did not corrplete an initial medical assessment 
The hiring authority provided training to an associate warden, ceptatn, sergeants, and officers. 
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Date Placed on Contraband Watch 

2017-02^24 

Date TSaken off Contraband Watdi 
2017-02^28 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



17-154y7-CWRM 


On February 24, 2017, the department placed an inmate on contraband, surveillanee watch after an x-ray at an outside ho^ital revealed a bindle of suspected drugs in the inmate's abdomen. The 
inmate returned the institution the same day. The department removed the inmate from contraband surveillanee watch on February 28,2017, four days after placement. During that time, the 
department recovered no contraband ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. The department did not consistently provide the inmate proper hygiene or range 
of motion opportunities, or conduct required medical assessments. The hiring authority provided training to address some deficiencies. The hiring authority decided not to take action in response to 
the nurses' failures, deeming it an issue for sergeants and officers. 


Assessment Questions 

e Did application of restraints comply with CSW policies and procedures? 

Officers did not provide all required range of motion opportunities, 

o Did the department comply with policies and procedures governing hygiene requirements? 

Officers did not consistently provide the inmate access to hand hygiene <ffier using the restroom and prior to meals on mult^le occasions, 

0 Did the department conduct required medical assessments? 

Nurses did not conduct required medical assessments while on contraband surveillance watch, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The d^artment did not consistently provide the inmate proper hygiene or range ofmotion opportunities, or conduct required medical assessments, 

o Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority provided training to the involved ceptain, lieutenants, sergeants, and officers to to address the deficiencies. 


SEMI-ANNUAL REPORT VOLUME II JANUARY-JUNE 2017 
OEFICE OE THE INSPECTOR GENERAL 


Page 117 
STATE OF CALIFORNIA 









Date Placed on Contraband Watch 

2017-02^28 

Date Taken off Contraband Watdi 
2017-03-01 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



17-15499-CW 


On February 28, 2017, the department placed an inmate on contraband, surveillanee watch after officers observed the inmate place an unknown object in his mouth and appear to have swallowed it 
The department removed the inmate firom contraband surveillance watch on March 1,2017, one day later. During that time, the department recovered no contraband from the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. The department did not place the inmate on contraband surveillance watch in a 
timely manner and prematurely removed the inmate from contraband surveillance watch, neglected to obtain authorization to ipply hand isolation devices, and did not consistently complete required 
documentation or provide the inmate with access to hand hygiene. The hiring authority provided training to address the deficiencies. 


Assessment Questions 

0 Did the departmeiit comply with policies and procedures when the inmate was placed on CSW? 

The department placed the inmate <m contraband surveillance watch almost one hour after officers observed the inmate t^pear to swaUow suspected drugs, 

o Did application of Hand Isolation Devices comply with CSW policies and procedures? 

The department placed the inmate in hand isolation devices withoutJustiftcation or the warden's or chief deputy warden's epproval The dqpartment identifted the error and removed the 
hand isolation devices <q;proximatefy two hours later, 

0 Did the department comply with policies and procedures governing hygiene requirements? 

Office did not consist&i^provide the inmate access to hand hygiene prior to meals and after using the restroom, 

0 Did the department complete appropriate documentation? 

Officers did not document the type of restraints used, 

o Did the department comply with policies and procedures governing the inmate's removal from CSW? 

The hiring authorityprematurefy authorized removing the inmate from contraband surveillance watch within 24 hours of placement tffier noting the delayed placement may have allowed the 
inmate time to discard the contraband, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The department delcofedplacing the inmate on contraband surveillance wakdt, did not complete adequate documentation, placed the inmate in hand isolation devices Mdthout approval, and 
removed the inmate from contraband surveillance watch b^ore establishtr^ a reasonable beli^the inmate was contraband-J^ 

0 Did the OIG identify a policy violation or issue that resulted in, or should have resulted in, corrective action, Including training? 

The department prematurely removed the inmate from contraband surveillance watch, 

o If the OIG identifled a policy violation or issue that resulted in, or should have resulted in, corrective action. Including training, did the department take corrective action or 
provide training? 

The hiring authority did not agree that the department prematurely removed the inmate fhm contraband surveillance watch, 

0 Did the hiring authority identify a policy violation or issue and take corrective action. Including training? 

The hiring authortty identifted the delayed placement on contraband surveillance watch and that officers did not adequatefy complete required documentation. The hiring authority provided 
training to lieutenants, sergeants, and officers. 



Date Placed on Contraband Watch 

2017-03-05 

Date Taken off Contraband Watdi 

2017-03-09 

Reason for Placement 

1. Su^icious Activify 

Contraband Found 

1.Drugs 

Incident Summary 



17-15506^WRM 


On March 5,2017, the departmait placed an inmate on eontrabanii surveillance watch after officers observed the inmate place multiple unknown objects into his mouth and swallow them during a 
visit While under constant observation, the inmate retrieved and re-ingested the suspected drugs. On March 8,2017, the department transported the inmate to an outside bun^ital where the inmate 
remained on contraband surveilLanoe watch and refused treatment The department obtained a search warrant and physicians induced multiple bowel movements which revealed seven bindles and 
one empfy bindle of suspected drugs. An x-ray revealed additional foreign objects. The inmate remained at the ho^ital and two additional bindles of suspected drugs were recovered. The 
department returned the inmate to the institution and removed him fi»m contraband surveillance watch on March 9,2017, four days after placement During that time, the department recovered 
heroin fit>m the inmate. 


Incident Assessment 

Overall, the department sufficiently complied with policies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2017-04-16 


Date TSaken off Contraband Watdi 

2017-04-19 


Reason for Placement Contraband Found 

1.Drugs 1.Drugs 

2. Inmate Note 


Incident Summary 17-15528^W 

On April 16,2017, the department placed an inmate on contraband surveillance watch because a body scan showed an object in the inmate’s anal cavity and a sergeant recovered a bindle of 
methamphetamine and inmate notes ftom the inmate’s mouth. The department removed the inmate ftom contraband surveillance watch on April 19,2017, three days later. During that time, the 
department recovered no additional contraband fiom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. The department retained the inmate on contraband surveillance watch longer than 
justified and did not consistently provide the inmate with range of motion opportunities, hand hygiene, or conduct required medical assessments. The hiring authority provided training to a ctptain, 
lieutenants, sergeants, and officers to address the deficiencies. The hiring authority decided not to take action in response to the nurses’ fiiilures, deeming it an issue for sergeants and officers. 


Assessment Questions 

e Did the department comply with poltdes and procedures governing hygiene requirements? 

Officers did not consistently provide the inmate with hygiene < 9 portunities <ffier restroom use and b^ore meals, 

o Did the department conduct required medical assessments? 

Nurses did not conqrlete required medical assessments, 

0 Did the department comply with poltdes and procedures governing the inmate's removal from CSW? 

The depariment did not assess the inmate until tffier the fourth bowel movement instead of after the third bowel movemertt as policy requires, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The d^rartment did not timely assess the inmate after bowel movements, causing the inmate tobeon contraband surveillance watch one day longer than necessary. Officers didnot 
consistently provide the inmate with range of motion opportunities or hand hygiene, and nurses neglected to conduct required medical assessments, 

o Did the OIG identify a policy violation or issue that resulted in, or should have resulted in, corrective action, including training? 

The OIG identffied that the department retained the inmate on contraband surveillance watch longer than reasonably necessary. The hiring authority provided training to the involved 
ceptatn, lieutenants, sergeants, and officers to address removal criteria, 

0 Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority identifted that officers did not adequately complete required documentation andprovided training to sergeants and officers. 
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Date Placed on Contraband Watch 

2017-04-23 

Date TSaken off Contraband Watdi 
2017-04-26 

Reason for Placement 

1. Suspicious Activify 

Contraband Found 

1.Drugs 

Incident Summary 



17-15537-CW 


On April 23,2017, the department placed an inmate on contraband surveillance watch after officers observed an unknown object fall from the inmates rectal area during an an unclothed body 
search. The department removed the inmate from contraband surveillance watch on April 26,2017, three days later. During that time, the department recovered no additional contraband from the 
inmate. 


Incident Assessment Insufficient 

The department did not sufficiently corrply with policies and procedures governing contraband surveillance watch. The department did not t^ly restraints, complete required documentation, or 
provide the inmate with proper hygiene. The department ipdated its local policies and procedures, and the hiring authority provided training to address the deficiencies. 


Assessment Questions 

0 Did the departmeiit comply with policies and procedures when the inmate was placed on CSW? 

The department did mt document placing the inmate <m contraband surveillance watch, 

o Did application of restraints comply with CSW policies and procedures? 

The d^artmerU did not <^fy restraints, 

0 Did the department comply with policies and procedures governing hygiene requirements? 

Officers did not provide the inmate vdth prefer hand hygiene or o^ash removal, 

0 Did the department complete appropriate documentation? 

Officers did not document application of restraints, that the inmate received required medical assessments, the inmate's activities for the duration of contraband surveillance watch, or 
placing the inmate on contraband surveillance watch, 

o Overall, did the department substantially comply with CSW policies and procedures? 

The d^artment did not adequately document the incident, 

0 Did the OIG identify a policy violation or issue that resulted in, or should have resulted in, corrective action, including training? 

The hiring authority updated its local operating procedures to include documentation requirements and expectations. The hiring authority also provided training to the chiefdeputy warden, 
associate wardens, aptatns, lieutenants, sergeants, and officers. 
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Date Placed on Contraband Watch 

2017-04-30 

Date Tiaken off Contraband Watdi 

2017-05-04 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15539-CWRM 


On April 30,2017, the department placed an inmate on contraband surveillance watch after officers observed unknown objects being transferred between the inmate and his visitor during a kiss. On 
May 3,2017, the department transported the inmate to an outside ho^ital, where the inmate remained on contraband surveillance watch, and obtained a search warrant Physicians induced multiple 
bowel movements, and the department recovered bindles containing metb a m p b e t amine^ marijuana, and herom. On May 4,2017, after an imaging scan showed no contraband, the department 
returned the inmate to the institution and removed him fiom contridiand surveillance watch, four days after placement 


Incident Assessment Insuflident 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. The department did not notify the OIG of the inmate's removal from contraband 
surveillance watch or con^lete adequate documentation. The hiring authority provided training to address the deficiencies. 


Assessment Questions 

e Did the department complete appropriate documentation? 

Officers did not document providing the inmate with trash removal and hand hygiene during two shifts, 

o Did the department comply with policies and procedures governing the Inmate's removal 6 om CSW? 

The department did not not^ the OIGwhen removing the tnmatejrom contraband surveillance watch, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The deparimentdidnotnotiftfthe OIG vdten removing the irpnatejromcorttrabandsurveillartce watch or complete adequate documentation, 

0 Did the OIG Identify a policy violation or Issue that resulted In, or should have resulted In, corrective action, including training? 

The department did not notyy the OIGwhen removing the tnmatejrom contraband surveillance watch. The hiring authority provided training to the lieutenant, 

o Did the hiring authority Identify a policy violation or Issue and take corrective action, Including training? 

The dqrartment identifted that officers did not corrplete adequate documentation. The hiring authority provided training to officers and sergeants. 



Date Placed on Contraband Watch 

2017-05-04 

Date Taken off Contraband Watch 
2017-05-09 

Reason for Placement 

1. Su^icious Activify 

Contraband Found 

1. Nothing 

Incident Summary 



17-15542-CWRM 


On May 4,2017, the departmcatplaccd an inmate oa contraband surveillance watch after the inmate reftisedto submit to a metal detector and body search. The department removed the inmate fit>m 


contraband surveillance wateh on May 9, 2017, five days later. During that time, the department recovered no contraband fiom the inmate. 


Incident Assessment InsuHident 

The department did not suffieiently con^ly with polieies and procedures governing contraband surveillance watch. The department did not consistently provide the inmate proper hand hygiene, 
conduct cell inspections, restraint checks, and required searches, or document required medical assessments. The department provided training to address the deficiencies 


Assessment Questions 

0 Did the department comply with policies and procedures governing h^lene requirements? 

Officers did not consistentfy effbrd the inmate the opportunity to wash his hands prior to meals and after using the restroom. 

o Did the department complete appropriate documentation? 

The officers did not consist&i^ document the inmate received required medical assessments, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The department did not consistentfyproydde the inmate proper hand hygiene, consistentfy conduct resUaint checks, cell inspections, and required searches, or consisterUly document medical 
assessments, 

e Did the hiring authority Identify a policy violation or Issue and take corrective action. Including training? 

The hiring authority provided training to involved sergeants and officers to address the deficiencies. 
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North 


Date Placed <hi Contraband Watch 

2016-11-30 


Date T!aken off Contraband Watch 

2016-12^ 


Reason for Placement Contraband Found 

1. Suspicious Activi^ 1. Drugs 

2. Other 


Incident Summary 16-15443-CW 

Oti November 30,2016, the department placed an inmate on contraband surveillance watch after an officer observed a clear lubricant around the inmate’s anal cavity during an unclothed body 
search. On December 1,2016, officers discovered three pieces of broken latex in the inmate's bowel movement and requested a medical evaluation. The department transported the inmate to an 
outside hospital after a nurse determined the inmate needed a higher level of care. The inmate returned to the institution the following day and remained on contraband surveillanee watch until 
December 2,2016. During that time, the department recovered synthetic cannabinoid ftom the inmate. 


Incident Assessment Insufiident 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. The department did not adequately notify the OIG 'nhen transferring the inmate to 
an outside hospital. The hiring authority provided training to administrative officers of the day to address this defideney and provided training to officers to ensure that required documentation is 
completed 


Assessment Questions 

o Did appltcatton of restraints comply with CSW poltdes and procedures? 

Officers did not provide the inmate with range of motion once out of four required times, 

0 Did the department comply with poltdes and procedures governing hygiene requirements? 

Office did not provide die inmate with hand hygiene once out of four required ^nes, 

o Did the department complete appropriate documentation? 

Office did not document providing the inmate with range ofmotion one time, hand hygiene one time, cell inspections, restraint checks, and 15-minute checks, 

o Overall, did the department substantially comply with CSW policies and procedures? 

The department did not noti^ the OIGwhen the department transferred the inmate to an outside hospital while on contraband surveillance watch, 

0 Did the OIG identify a policy violation or issue that resulted in, or should have resulted in, corrective action, including training? 

The depariment did not not^y the OIGwhm demsferrtiig the inmate to an outside hospital The department provided training to administrative officers of the dtQf to ensure proper 
no^ication is made to die OIG vdten the d^rartment transfers an inmate to an outs^e hospital 

o Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The deparimentprendded training to offk&ii to ensure that required docummtation is completed. 


Date Placed on Contraband Watch 

2016-m3 


Date Taken off Contraband Watdi 

2016-12-17 


Reason for Placement Contraband Found 

1. Mobile Phone !• Mobile Phone 

2. Other 


Incident Summary 16-15454-CWRM 

On December 13,2016, the department placed an inmate on contraband surveillance watch after a metal detector indicated the presence of metal inside the inmate. The department removed 
the inmate fiom contraband surveillance watch on December 17,2016, four days later after recovering a mobile phone, a phone adiq>tei; and a charging cable ffinn the inmate. 


Incident Assessment 

Overall, the department sufficiently complied with policies and procedures governing contraband surveiUarice watch. 


Sufficient 
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Date Tiakeii off Contraband Watdi 
2016-12-28 


Date Placed on Contraband Watch 

2016-12-24 


Reason for Placement Contraband Found 

1. Suspicious Activi^ 1. Nothing 


Incident Summary 16-154^(KCWRM 

On Eteoembcr 24,2016, the department placed an inmate on contraband surveillance wateh after an officer observed the inmate swallow an unknown object The department removed the inmate 
ftom contraband surveillanoe watch on December 28,2016, four days later. During that time, the department recovered no contraband fiom the inmate. 


Incident Assessment Sufficient 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 



Date Placed on Contraband Watch 
2017-01-09 

Date Taken off Contraband Watdi 
2017-01-14 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



17-154«6-CWRM 


On January 9,2017, the department placed an inmate on contraband surveillance watch after an officer observed the inmate swallow a bindle containing a white substance during a clothed body 
search. The department removed the inmate fiom contraband surveillance watch on January 14,2017, five days later. During that time, the department recovered no contraband fiom the inmate. 


Incident Assessment 

The department sufficiently complied with policies and procedures governing contraband surveillance watch. 


Sufficient 


Date Placed on Contraband Watch 

Date Taken off Contraband Watdi 

Reason for Placement 

Contraband Found 

2017-02^8 

2017-02-15 

1. Su^cious Activi^ 

1. Wet^mns 




2. Drugs 




3. Inmate Note 


Incident Summary 17-15484-CWRM 

On February 8,2017, the department placed an inmate on eontraband surveillance watch after officers observed him swallow a suspected drug bindle during a cell search. The department removed 
the inmate fiom contraband surveillance watch on February 15,2017, seven days later. During that time, the department recovered a wet^n, methan^hetamine, and inmate notes from the in mate. 


Incident Assessment Sufficient 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 



Date Placed on Contraband Watch 

2017-02-14 

Date Taken off Contraband Watch 
2017-02-16 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



17-15491-CW 


On February 14, 2017, the department placed an inmate on contraband surveillanoe after officers observed the inmate having convulsions. Officers transported the inmate to the triage and treatment 
area where the inmate admitted ingesting five bindles of methanq)hetamine. The department transported the inmate to an outside hospital where the inmate remained on contraband surveillance 
wateh. The department removed the inmate firon contraband surveillance watch on February 16,2017, two days after placement, and the inmate returned firom the outside hospital on February 17, 
2017. During that time, the department recovered no contraband firon the inmate. 


Incident Assessment Sufficient 

Overall, the department sufficiently complied with policies and procedures governing contraband surveillance watch. 
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Date Placed on Contraband Watch 

2017-0^-22 


Date TSaken off Contraband Watdi 

2017-02^25 


Reason for Placement Contraband Found 

1. Suspicious Activi^ 1. Mobile Phoae 

2. Drugs 


Incident Summary 17-15495^WRM 

On February 22, 2017, the department placed an inmate on contraband surveillance watchbccause a metal detector indicated the presence of metal inside the inmate. The department removed 
the inmate fiom contraband surveillanee watch onFebruary 25,2017, three days later. During that time, the department recovered marijuana and a mobile phone &om the inmate. 


Incident Assessment 

Overall, the department sufficiently complied with policies and procedures governing contraband surveillance watch. 


Sufficient 



Date Placed on Contraband Watch 

2017-03-03 

Date Ihken off Contraband Watch 
2017-03-06 

Reason for Placement 

1. Su^icious Activity 

Contraband Found 

1. Nothing 

Incident Summary 



17-155a2-CWRM 


On March 3,2017, the department placed an inmate on contraband surveillance watch after he made a spontaneous statement to the registered nurse stating that he was experieneing abdominal pains 
because he had secreted contraband in his rectum. The department removed the inmate from contraband surveillance watch on March 6,2017, three days later. During that time, the department 
recovered no contraband from the inmate. 


Incident Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 


Date Placed on Contraband Watch 

2017-03-16 

Date Ihken off Contraband Watch 

2017-03-19 

Reason for Placement 

1. Mobile Phone 

Contraband Found 

1. Mobile Phone 

2. Other 

Incident Summary 



17-15512-CWRM 


On March 16,2017, the department placed an inmate on contraband surveillance because a metal detector indicated the presence of metal inside the inmate. The department removed the inmate 
from contraband surveillance watch on March 19,2017, three days later. During that time, the department recovered a mobile phone and a phone charger from the inmate. 


Incident Assessment Sufficient 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 



Date Placed on Contraband Watch 

2017-03-17 

Date Taken off Contraband Watdi 

2017-03-23 

Reason for Placement 

1. Su^icious Activi^ 

Contraband Found 

1. Inmate Note 

Incident Summary 



17-15514-CWRM 


On March 17,2017, the department placed an inmate on contraband surveiUance watch after an officer observed lubrication around the inmate's rectum and a low dose body scan showed a foreign 
object in the inmate's pelvic region. The department removed the inmate from contraband surveillance watch on March 23,2017, six days later. During that time, the department recovered inmate 
no tes from the inmate. 


Incident Assessment 

Overall, the department sufficiently complied with policies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2017-04-20 

Date TSaken off Contraband Watdi 

2017-04-25 

Reason for Placement 

1. Suspicious Activify 

Contraband Found 

1. Inmate Note 

Incident Summary 



17-15534-CWRM 


On April 20,2017, the department placed an inmate on contraband, surveillance watch after a low dose body scan revealed an object in his abdomcm The department removed the inmate ftom 
contraband surveillanoe watch on April 25,2017, five days later. During that time, the department recovered inmate notes from the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. Officers placed the inmate in leg restraints without authorization. The hiring 
authori^ provided training to address the deficiency. 


Assessment Questions 

o Did appltcatton of restratiits comply with CSW policies and procedures? 

Officers placed the inmate in leg restraints far 13 hours without authorization, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

Officers placed the inmate in leg restraints without authorization, 

p Md the hiring authority Identify a policy violation or Issue and take corrective action, Including training? 

The hiring authority identffied that officers placed leg restraints on the inmate without authorization andprodded training to the officers. 



Date Placed on Contraband Watch 

2017-04-22 

Date Taken off Contraband Watdi 
2017-04-26 

Reason for Placement 

1. Suspicious Activify 

Contraband Found 

1.Drugs 

Incident Summary 



17-15535-CWRM 


On April 22,2017, the department placed an inmate on contraband surveillance watch after officers observed lubricant in the inmate's rectal area during an unclothed body search. The department 
removed the inmate fiH)m contraband surveillance watch on April 26,2017, four days later. During that time, the department recovered two bindles of an^hetamine and opiates fiwn the inmate. 


Incident Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2017-05-01 

Date Tiaken off Contraband Watdi 

2017-05-08 

Reason for Placement 

1. Suspicious Activify 

Contraband Found 

1.Other 

Incident Summary 



17-15541-CWRM 


On May 1,2017, the department placed an inmate on contraband surveillance watch after ofBcers observed the inmate place unknown objects into his rectal area. The department removed the 
inmate ftom contraband surveillance wateh on May 8,2017, seven days later. During that time, the department recovered a label from a mobile-phone data card from the inmate. 


Incident Astsessment Imsuffident 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. The department did not consistently provide the inmate the ppportuni^ for hand 
hygiene, conduet inmate welfare checks, or complete adequate documentation. The department provided training to address the deficiencies. 


Ajssessment Questions 

p Did the department comply with policies and procedures governing hygiene requirements? 

Offk^ did mt provide the inmaU hand hygiene c^crtunity b^ore meals <m 8 of the required 21 times, 

o Did the department complete appropriate documentation? 

Officers did not documentproviding the inmate hand hygiene opportunity b^oremeals on 8 of the required 21 times. Sergeants did not document conducting inmate welfare checks on 5 of 
the required 21 times, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not provide the inmate adequate opportunity for hand hygiene and did not document the issuance and removal of a mattress and blanket on one occasion. Sergeants did not 
conduct inmate weffare checks on 5 of the required 21 times, 

0 Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority identified that officers did not document inmate hygiene, trash removal, and the issuance andremoval of a mattress and blanket. Additionally sergeants didnot conduct 
required inmate welfare checks. The hiring authority provided training to the involved lieutenants, sergeants, and officers. 



Date Placed on Contraband Watch 

2017-05-09 

Date Taken off Contraband Watdi 

2017-05-14 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 


Incident Summary 17-15549-CWRM 

On May 9,2017, the department placed an inmate on contraband surveillance watch after officers discovered heroin during a cell search. Officers attenq)ted to conduet an unelothedbody search but 
the inmate refused to lift his tongue and was observed swallowing. The inmate remained on contraband surveillance watch until May 14,2017, five days later. During that time, the department 
recovered additional heroin finm the inmate. 


Incident Assessment 

The department sufficiently con^lied with policies and procedures governing contraband surveiUance watch. 


Sufficient 



Date Placed on Contraband Watch 

2017-05-10 

Date Taken off Contraband Watch 
2017-05-11 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Drugs 

Incident Summary 



17-15552-CW 


On May 4,2017, the department transported an inmate to an outside hospital after the inmate admitted to an officer swallowing two bindles of methamphetamine. On May 10,2017, the department 
placed the inmate on contraband surveillance watch while at the outside hospital after an x-ray confirmed the presence of aforeign object The department removed the inmate firom contraband 
surveillance watch and returned the inmate to the institution on May 11,2017, one day later. During that time, the department recovered two bindles of suspected methamphetamine from the iornate. 


lucideut Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


SuHident 


SEMI-ANNUAL REPORT VOLUME II JANUARY-JUNE 2017 
OEFICE OF THE INSPECTOR GENERAL 


Page 126 

STATE OF CALIFORNIA 





















Date Placed on Contraband Watch 

2017-05-24 

Date TSaken off Contraband Watdi 

2017-05-29 

Reason for Placement 

1. Suspicious Activi^ 

Contraband Found 

1. Inmate Note 

Incident Summary 



17-155«W:WRM 


On May 24,2017, the department placed an inmate on contraband, surveillanee watch after the inmate ftiiledto pass a metal detector. The department removed the inmate ftom contraband 
surveillance watch on May 29,2017, five days later. During that time, the department recovered inmate notes from the inmate. 


Incident Assessment Sufficient 

Overall, the department sufficiently eon^lied with policies and procedures governing contraband surveillance watch. 
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Date Placed <hi Contraband Watch 

2016-11-18 


Date Haken off Contraband Watch 

2016-11-22 


Reason for Placement Contraband Found 

1.Drugs 1.Drugs 


Incident Summary 16-15433-CWRM 

On November 17,2016, an inmate reported swallowing heroin and having ehest pains. The department transported the inmate to an outside hospital. On November 18,2016, an x-ray revealed a 
foreign objeet in the inmate’s abdomen and the department placed the inmate on contraband surveillanee watch. The inmate returned to the institution onNovcmber 21,2016, and the 
department removed him ftom contraband survcillanoe watch onNovcmber 22,2016. During that time, the department reoovered methamphetamine from the inmate. 


Incident Assessment 

Overall, the department sufficiently eon^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 



Date Placed on Contraband Watch 
2016-11-26 

Date Taken off Contraband Watch 
2016-12^1 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 


Incident Summjuy 16-15437-CWRM 


On November 26,2016, the department placed an inmate on contraband surveillance watch after an officer observed the inmate with lubricant around his anal cavity during an unclothed body 
search. The department removed the inmate ftom contraband surveillance watch on December 1,2016, five days later. During that time, the department recovered no contraband ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. Officers did not ade qu a t e l y provide or document hand hygiene. The hiring 
authori^ provided training and issued a memorandum to all custody staff to address the deficiencies. 


Assessment Questions 

0 Did the department comply with policies and procedures governing hygiene requirements? 

Officers provided the inmate with hand hygienepriar to meals or after using the restroom 10 of the 17 required times, 

o Did the department complete appropriate documentation? 

Officers did not adequately document hand hygiene, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not adequatefypmide hand hy^ene, 

0 Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority provided training to lieutenants and sergeants and issued a memorandum to all custody staff" regarding documentation requirements. 
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Date Placed on Contraband Watch 

2016-11-27 

Date Tiaken off Contraband Watdi 
2016-li4)3 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



16-15439-CWRM 


On November 27,2016, the department placed an inmate on contraband surveillance watch after an officer observed the inmate with lubricant around his anal cavity during an unclothed body 
search. The department removed the inmate ftom contraband surveillanoe watch on December 3,2016, six days later. During that time, the department recovered no contraband from the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. Officers did not adequately pro vide or document range of motion releases or hand 
hygiene. The hiring authority provided training and issued a memorandum to all custody staff to address the deficiencies. 


Assessment Questions 

o Did appltcatton of restraints comply with CSW policies and procedures? 

Officers provided the inmate with range of motion releases 9 of the 11 required times and did not doament the duration of the release four times, 

0 Did the department comply with policies and procedures governing hygiene requirements? 

Officers provided the inmate with hand hygiene bffore meals or after using the restroom 17 of the 28 required times, 

p Did the department complete appropriate documentation? 

Officers did not adequatefy document hand hygiene or range of motion releases, 

o Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not adequately provide range of motion or hand hygiene, 

p Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority provided training to lieutenants and sergeants and issued a memorandum to all custody staff" regarding requirements for hygiene and range of motion rdeases. 



Date Placed on Contraband Watch 

2016-12^12 

Date Taken off Contraband Watch 
2016-m6 

Reason for Placement 

1. Drugs 

Contraband Found 

1. Nothing 

Incident Summary 



16-15453^WRM 


On December 12,2016, the department placed an inmate on contraband surveillance watch after the inmate told a nurse that he swallowed a bindle containing possible narcoties and had stomach 
pains. The department removed the inmate finm contraband surveillance watch on December 16,2016, four days later. During that time, the department recovered no contraband from the inmate. 


Incident Assessment 

Overall, the department suffieiently con^lied withpolieies and procedures governing contraband surveillance watch. 


Sufficient 



Date Placed on Contraband Watch 

2016-12-18 

Date Taken off Contraband Watdi 

2016-12-24 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



16-15457-CWRM 


On December 18,2016, the department placed an inmate on contraband surveillance watch after officers saw the inmate swallow suspected drug bindles during visiting. The department removed the 
inmate from contraband surveillance watch on December 24,2016, six days later after recovering marijuana from the inmate. 


Incident Assessment 

Overall, the department sufficiently corralled withpolieies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2016-1^-31 


Date Tiaken off Contraband Watdi 

2017-01-04 


Reason for Placement Contraband Found 

1. Drugs 1. Nothing 


Incident Summary 1^154^2^WRM 

On December 31,2016, the department placed an inmate on contraband, surveillance watch after an officer observed the inmate reach into his pants, place something in his mouth, and swallow. The 
department removed the inmate ftom contraband surveillanee watch on January 4,2017, four days later. During that time, the department recovered no contraband fiom the inmate. 


Incident Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 



Date Placed on Contraband Watch 
2017-01-01 

Date Taken off Contraband Watdi 
2017-01-10 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 


Incident Summary 17-15463-CWRM 

On January 1,2017, the department placed an inmate on contraband surveillance watch because an officer saw the inmate swallow an unknown item ftom a bag during visiting. The department 
removed the inmate firom contraband surveillance watch on January 10,2017, nine days later. During that time, the department recovered heroin ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. Officers did not consistently provide range of motion releases or hand hygiene 
and did not eon^lete adequate documentatiorL The hiring authority provided training to address the deficiencies. 


Assessment Questions 

o Did appltcatton of restraints comply with CSW policies and procedures? 

Officers did not consistentfyprovide range of motion releases, 

0 Did the department comply with policies and procedures governing hygiene requirements? 

Officers did not consistentfy provide the inmate the opportunity to wash his hands after using the restroom andbffore meals, 

o Did the department complete appropriate documentation? 

Officers did not adequately document the results of bowel movements, hand hygiene, range of motion, or blanket issuance and removal 

o Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not consistentfy provide range ofmotion releases or hand hygiene and did not complete adequate documentation, 

0 Did the hiring authority Identify a policy violation or Issue and take corrective action, Including training? 

The hiring authorUyprovided training to officers regarding hygiene, range of motion, bowel movement results, and blanket issuance 
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Date Placed on Contraband Watch 

2017-01-22 

Date TSaken off Contraband Watdi 
2017-01-25 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15472-CWRM 


On January 22,2017, the department placed an inmate on contraband surveillance watch after an officer discovered the inmate with a bag containing 17 bindles of su^cted drugs. The inmate later 
oonq)lained of stomach pain, and the department transported him to an outside hospital, where the inmate remained on contraband surveillance watch. On January 25,2017, the inmate returned to 
the institution, and the department removed bim ftom contraband surveillance watch. During that time, the department recovered heroin and m etba m p h e t am ine ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently corcply with policies and procedures governing contraband surveillance watch. Officers did not adequately pro vide or document hygiene or range of motion. The 
department provided training to address the deficiencies. 


Assessment Questions 

Q Did application of restraints comply with CSW policies and procedures? 

Officers provided the inmate with range of motion releases onfyfour of the required seven times, 

o Did the department comply with policies and procedures governing hygiene requirements? 

Officers provided the inmate with hand hygiene b^ore meals or <ffier using the restroom 35 of the required S3 times, 

0 Did the department complete appropriate documentation? 

Officers did not adequatefy documentrange of moUon or hand hygiene, 

o Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not adequatefy provide range ofmotion or hand hygiene, 

o Did the hiring authority identify a policy violation or issue and take conective action, including training? 

The hiring authority provided training to officers regarding range of motion and inmate hygiene and provided training to a sergeant for not communicating the status of the inmate to the 
watch commander during one shift. 



Date Placed on Contraband Watch 

2017-01-28 

Date Taken off Contraband Watch 

2017-02-02 

Reason for Placement 

1. Su^icious Activify 

Contraband Found 

1. Nothing 

Incident Summary 



17-15475-CWRM 


On January 28,2017, the department placed an inmate on contraband surveillance watch after the inmate told officers he swallowed razor blades, and an x-ray at an outside ho^tal revealed a 
foreign objeet in the inmate's abdomen. On January 29,2017, the inmate returned to the institution and remained on contraband surveillance watch. On February 2,2017, the department tran^orted 
the inmate to an outside hospital and removed the inmate fimn contraband surveillance watch after a negative x-ray. The department recovered no contraband fitmi the inmate. 


Incident Assessment 

Overall, the department suffieiently con^lied with policies andprocedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2017-0i4)5 

Date Tiaken off Contraband Watdi 
2017-02-10 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15481-CWRM 


On February 5,2017, the department placed an inmate on contraband surveillance watch after officers disooveredbindles of drugs in abag from which the inmate was eating in the visiting room. On 
February 7,2017, the department transported the inmate to an outside hospital, where the inmate remained on contraband surveillanee watch, after the inmate eon^lained of stomach pain. The 
department returned the inmate to the institution on February 9,2017, and removed the inmate from contraband surveillance watch on February 10,2017. During that time, the department recovered 
marijuana from the inmate. 


Incident Assessment Insufiident 

The department did not sufficiently comply with policies and procedures governing contraband surveillance watch. Officers did not consistently provide range of motion or hand hygiene, remove 
trash, or issue a blanket, and did not con^lete ad e qua te documentation. The hiring authority provided training to address the deficiencies. 


Assessment Questions 

e Did applicatton of restraints comply with CSW policies and procedures? 

Officers provided the inmate with range of motion releases only six of the required ten times, 

o Did the department comply with policies and procedures governing hygiene requirements? 

Officers provided the inmate with hand hygiene bffdre meals or after using the restroom only 24 of the required 39 times, 

0 Did the department complete appropriate documentation? 

Office did not adequatefy document hand iQfgiene, range of motion, trash removal, or blanket issuance 

0 Overall, did the department substantially comply with CSW policies and procedures? 

Officers did not consistently provide range of motion releases or hand hygiene remove trash, or issue and remove the inmate's blanket, 

o Did the hiring authority Identify a policy violation or Issue and take corrective action. Including training? 

The hiring authority provided training to sergeants and officers regarding the requirementsfor hand hygiene range of motion, trash removal, and blanket issuance 



Date Placed on Contraband Watch 

2017-02-21 

Date Taken off Contraband Watch 

2017-02-24 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 


Incident Summary 17-15492^WRM 


On February 21, 2017, the department placed an inmate on contraband surveillance watch after officers found a substance on the inmate’s hands and buttocks during an unclothed body search. The 
department removed the inmate fimn contraband surveillance watch on February 24,2017, three days later. During that time, the department recovered three bindles with an unknown substance 
from the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch because the department did not timely notify the OIG when placing the inmate on 
contraband surveillanoe watch. The department provided training to a lieutenant to address the late notification. 


Assessment Questions 

0 Did the department timely notify the OIG Regional AOD when the Inmate was placed on CSW? 

The d^rartment did not not^y the OIG until two hours and ten minutes after placing the inmate on contraband surveillance watch, 

o Overall, did the department substantially comply with CSW policies and procedures? 

The department did not timefy notiftr the OIG, 

0 Did the hiring authority Identify a policy violation or Issue and take corrective action. Including training? 

The hiring authority provided training to a lieutenant regarding notiftcation protocob. 
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Date Placed on Contraband Watch 

2017-0^-24 


Date TSaken off Contraband Watdi 

2017-02^24 


Reason for Placement 

1. Drugs 


Contraband Found 

1. Drugs 

2. Other 

3. Mobile Phone 

4. Tobaeeo 


Incident Summary 17-15496-CW 

On February 23, 2017, officers discovered tobacco, heroin, a mobile phone, a phone charger, mobile-phone data cards, and syringes during a cell searclx The department transported the inmate to an 
outside hospital after abody scan revealed a foreign object in the inmate's abdomen. While at the outside hospital, the inmate voluntarily relinquished one bindle of tobacco. On February 24,2017, 
the department returned the inmate to the institution and placed the inmate on contraband surveillance watch after an x-ray revealed an additional foreign object While on contraband surveillance 
watch, the department returned the inmate to the outside ho^tal, where a physician removedplastic material fi:om the inmate. The department removed the inmate &om contraband surveillance 
watch at the hospital and returned the inmate to the institution the same day. The department recovered no additional contraband from the inmate. 


Incident Asisessment Insufficient 

The department did not sufficiently cotrply with policies and procedures governing contraband surveillance watch. The department did not adequately notify the OIG. Officers applied hand 
isolation devices without proper authorization and did not consistently provide the inmate with hand hygiene or conplete adequate documentationL The hiring authority provided training to address 
some of the defideneies. 


Assessment Questions 

o Did the department timely notify the OIG Regional AOD when the Inmate was placed on CSW? 

The department did not not^y the OIG until three hours q/Ter placing the inmate on contraband surveillance watek 

0 Did the department comply with polldes and procedures when the Inmate was placed on CSW? 

Officers did not conduct an initial unclothed bo^ search, 

o Did application of Hand Isolation Devices comply with CSW policies and procedures? 

The d^artmentplaced the inmate in hand isolation devices without proper authorization, 

0 Did the department complete appropriate documentation? 

Office did not document an initial unclothed bo^ search oradequatefy document hand hygiene cr supervisofy checks, 

Q Overall, did the department substantially comply with CSW policies and procedures? 

The department did not timely notifff the OIG of the placement on contraband surveillance watch and failed to notify the OIG after transporting the inmate to an outside ho^itoL Officers 
placed the inmate in hand isolation devices without authorization and did not conduct an initial unclothed bo<fy search, consistently provide inmate hygiene, or adequately document the 
incident, 

o Did the OIG Identify a policy violation or Issue that resulted In, or should have resulted In, corrective action, Including training? 

The OIG identifted deficiencies in hand iQfgieneandstqservisory checks. 


o Did the hiring authority Identify a policy violation or Issue and take corrective action. Including training? 

The htrti^ authorityprewided training to an associate wardenfor not obtaining authorization from the warden orchi^deputy warden prior to placing the inmate in hand isolation devices. 
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Date Placed on Contraband Watch 

2017-03-19 

Date Tiaken off Contraband Watdi 

2017-03-22 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15517-CWRM 


On March 19,2017, the department placed an inmate on contraband survcillanoe watch after officers observed an unknown object protruding fiom the inmate's rectum during an unclothed body 
search. On March 20,2017, the dfipartmcnt transported the inmate to an outside hospital after the inmate conq>lained of abdominal pain. The department removed the inmate from contraband 
surveillance watch on March 22,2017, and returned the inmate to the institution on March 23,2017. During that time, the department recovered marijuana fiom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently corc^ly with policies and procedures governing contraband surveillance watch. Officers did not adequately document the incident, and the department did not 
timely inform officers of the decision to remove the inmate fiom contraband surveillance watch. The hiring authority provided training to address the deficiencies. 


Assessment Questions 

e Did the department comply with policies and procedures governing hygiene requirements? 

Officers did not consistently provide hand and restraint hygiene 

o Did the department complete appropriate documentation? 

Officers did not consistendy conplete the required activity log or adeq ua te ly document hand and restraint hygiene 

0 Did the department comply with policies and procedures governing the Inmate's removal fiom CSW? 

The department did notif^om officers monitofing the inmate at the outside hospital until eight hours after a ceptain authorized ending the contraband surveillance waUdu 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The d^fortment transported the inmate to an outside hospital without notifying the OIGanddidnot timefy inform officers of the authorization to end contraband surveillance watek Officers 
did not adequately complete required documentation, 

o Did the hiring authority Identify a policy violation or Issue and take corrective action, Including training? 

The hiring authority provided training to lieutenants, sergeants, and officers to address the documentation dfficiencies and lack ofcommunication regarding the termination of contraband 
surveillance watch. 



Date Placed on Contraband Watch 

2017-03-25 

Date Haken off Contraband Watdi 
2017-03-25 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-155iw:w 


On March 25,2017, the department placed an inmate on contraband surveillance watch after officers observed the inmate retrieve an unknown item from his visitor and place it in his pants. The 
department removed the intna t e fiom contraband surveillance watch the same day and recovered heroin and marijuana fiom the inmate. 


Incident Assessment 

The department sufficiently eon^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Placed on Contraband Watch 

2017-04-15 

Date Tiaken off Contraband Watdi 
2017-04-15 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Other 

Incident Summary 



17-15527-CW 


On April 15,2017, the department placed an inmate on contraband surveillance watch after officers observed an object concealed in the inmate's buttocks during an unclothed body search. The 
department removed the inmate ftom contraband surveillanee watch the same day, after recovering asyringc fiom the inmate. 


Incident Aistsessment ImsuHident 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillanee watch. The department did not obtain proper authorization for using hand isolation 
devices, con^lete adequate documentation, or timely ti^e the inmate's jumpsuit The hiring authori^ provided training to address the deficiencies. 


Aissessment Questions 

o Did the department comply with policies and procedures when the inmate was placed on CSW? 

Officers did not tepe the tnmate^s Jumpsuit in a timely manner (ffier suspecting the inmate possessed contraband 

0 Did application of Hand Isolation Devices comply with CSW policies and procedures? 

Neither the warden nor chi^ deputy warden approved the (plication of hand isolation devices. Instead the administrative officer of the day (^proved explication of the devices. 

p Did the department complete appropriate documentation? 

Officers did not document the incident on all required forms. 

o Overall, did the department substantially comply with CSW policies and procedures? 

The department did not adequately notffy the OIG, officers did not timely Uqre the inmate's Junpsuit, and the department failed to obtain pnper authorization for using hand isolation 
devices. 

o Did the hiring authority identify a policy violation or issue and take corrective action, including training? 

The hiring authority provided training to an associate warden regarding the proper authorization for hand isolation devices and to a sergeant and officers regarding the timely (plication of 
tepe and proper documentation. 



Date Placed on Contraband Watch 

2017-04-16 

Date Taken off Contraband Watch 
2017-04-18 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15526-CW 


On April 16,2017, the department placed an inmate on contraband surveillanee watch after officers observed an inmate receive an unknown item &om his visitor while kissing. The department 
removed the inmate from contraband surveillanee watch on April 18,2017, two days later. During that time, the department recovered marijuana &om the inmate. 


Incident Assessment SuHident 

Overall, the department sufficiently eon^lied with policies and procedures governing contraband surveillance watch. 


Date Placed on Contraband Watch 

2017-05-05 


Date llaken off Contraband Watdi 

2017-05-09 


Reason for Placement Contraband Found 

1. Suspicious Activify 1. Drugs 

2. Inmate Note 


Incident Summary 17-15544-CWRM 

On May 5,2017, the departrnent placed an inmate on contraband surveillanee watch after the inmate refused to pass through the low-dose scanner and a subsequent unclothed body search revealed 
the inmate had an enlarged rectum. On May 6,2017, the department transported the inmate to an outside hospital after the inmate complained of abdorninal pain and nausea. The inmate returned to 
tbe institution the same day, and the department removed the inmate ftom contraband surveillance watch on May 9,2017. During that time, the department recovered two inmate notes and heroin 
from the inmate. 


lucldent Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 
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Date Tiakeii off Contraband Watdi 

2017-05-11 


Date Placed on Contraband Watch 

2017-05-06 


Reason for Placement Contraband Found 

1.Drugs 1.Drugs 


Incident Summary 17-15545^WRM 

On May 6,2017, the departmoitplaoed an imiurte oft contraband surveillance watch after officers found bindlcs of suspected drugs in abag from which the inmate was eating during a visit The 
department removed the inmate from contraband surveillance watch on May 11,2017, five days later. During that time, the department recovered marijuana from the inmate. 


Incident Assessment Sufficient 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 



Date Placed on Contraband Watch 
2017-05-14 

Date Taken off Contraband Watdi 
2017-05-16 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15554-CW 


On May 14,2017, the department placed an inmate on contraband surveillance watch after officers observed a visitor pass a bindle to the inmate during a kiss. The department transported the inmate 
to an outside hospital the same day for observation. On May 16,2017, the department removed the inmate from contraband surveillance watch and returned the inmate to the institution. During that 
time, the department recovered heroin from the inmate. 


Incident Assessment 

Overall, the department sufficiently con^lied with policies and procedures governing contraband surveillance watch. 


Sufficient 



Date Placed on Contraband Watch 

2017-05-20 

Date Taken off Contraband Watch 

2017-05-22 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 


Incident Summary 17-15558-CW 

On May 20,2017, the department placed an inmate on contraband surveillance watch after officers discovered the inmate’s visitor withbindles of suspeeted drugs and an x-ray revealed a foreign 
object in the inmate's abdominal area. The department transported the inmate to an outside ho^ital and returned the inmate to the institution the same day. The inmate remained on contraband 
surveillance watch until May 22,2017. During that time, the department recovered marijuana from the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently con^ly with policies and procedures governing contraband surveillance watch. The department did not notify the OIG when transferring the inmate to an outside 
ho^tal, and officers did not adequa tel y complete required forms. The hiring authorifyprovided training to officers to regarding doeumentation requirements. 


Assessment Questions 

o Did the department complete appropriate documentation? 

Officers did not ihorou^tfy document inmate activities on the new form pertaining to unrestrained contraband surveillance watch, 

0 Overall, did the department substantially comply with CSW policies and procedures? 

The d^fortment did not not^ the OIG when transferring the inmate to an outside hospital, and officers did not congrletefy document the incident on required forms, 

o EHd the hiring authority Identify a policy violation or Issue and tahe corrective action. Including training? 

The hiring authority provided training to officers regarding documentation requirements. 
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Date Placed on Contraband Watch 

2017-05-28 

Date TSaken off Contraband Watdi 

2017-05-30 

Reason for Placement 

1. Drugs 

Contraband Found 

1.Drugs 

Incident Summary 



17-15562-CW 


On May 28,2017, the department placed an inmate on contraband, surveillanee watch after an x-ray showed a foreign object in the inmate's abdominal area and the inmate told ofBeers he swallowed 
drugs. The department removed the inmate ftom contraband surveillanoe watch on May30,2017, two days later. During that time, the department recovered methamphetamine ftom the inmate. 


Incident Assessment Insufficient 

The department did not sufficiently eon^ly with policies and procedures governing contraband surveillance watch. The department placed the inmate in mechanical restraints without proper 
authorization and did not document the justification. The hiring authori^ provided training to address the deficiencies. 


Assessment Questions 

o Did appltcatton of restraints comply with CSW policies and procedures? 

The department did not obtain proper authorization to place the inmate in restraints, 

0 Did the department complete appropriate documentation? 

The d^mrtment did not document the Justification to place the inmate in restraints, 

p Overall, did the department substantially comply with CSW policies and procedures? 

The department placed the inmate in restraints without proper authorizadon and did not document the justification, 

o Did the hiring authority identify a policy violation or issue and take corrective action. Including training? 

The hiring authority provided training to an associate warden, a ceptatn, and a lieutenant regarding restraint procedures. 
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Appendix G 
Field Inquiry Cases 

Central 


29 


Contact Date OIG Case Number Case Type 

2016-03-29 16-0011711-FI Fieldlnquiiy 


Incident Summary 

On March 29,2016, an inmate's mother submitted a eon^laint to the OIG alleging an officer sexually assaulted her son on March 22,2016. She also alleged the department retaliated against the 
inmate ^t4ienhe attempted to report the alleged sexual assault. 


Disposition 

The hiring authority conducted an inquiry and did not identify any staff misconduct The OIG identified concerns regarding the incident reports and recommended custody and medical staff write 
objective reports without demeaning comments. The hiring authority agreed and provided trainirig. The OIG also recommended replacing an outdated inmate corcplaintform with the current foim 
The institution agreed and changed its policy to require the use of tqipropriate forms. The hiring authority also agreed that all future sexual assault allegations wiU be timely reported to the OIG. 


Overall Assessment Rating: Insufficient 

The department did not sufficiently address the matter because it did not timely respond to the OIG's request for an inquiry. 


Contact Date OIG Case Number Case Type 

2016-08-15 16-0012414-n Field Inquiry 


Incident Summary 

On August 15,2016, an inmate submitted a conplaint to the OIG alleging another inmate andanofficer engaged in an overly fiimiliar relationship. 


Disposition 

The hiring authority condueted an inquiry and did not identify any staff misconduct 


OveraU Assessment 

The department sufficiently addressed the OIG's field inquiry. 

Rating: Sufficient 


Contact Date OIG Case Number Case Type 

2016-11-03 16-0012465-n Field Inquiry 


Incident Summary 

On November 3, 2016, an inmate submitted a conplaint to the OIG alleging that officers were overly intrusive while conducting random drug testing. 


Disposition 

The hiring authori^ conducted an inquiry and did not identify any staff misconduct 


OveraU Assessment 

The department sufficiently addressed the OIG's field inquiry. 

Rating: Sufficient 
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Contact Date 

2016-11-17 


Incident Summary 


OIG Case Number 

16-0012593-n 


Caseiype 

Field Inquiry 


On November 17,2016, an inmate submitted a eon^laint to the OIG alleging a lieutenant was providing confidential sexual assault investigation information to other inmates. 


Disposition 

The hiring authority identified potential staff miseonduct based on the lieutenant's alleged providing of confidential sexual assault investigation information to inmates. Therefore, the hiring 
authority referred the case to the Office of Internal Affairs for investigation. The Office of Internal Affairs opened an investigation, which the OIG accepted for monitoring. 


Overall Assessment 

The department sufficiently addressed the OIG's field inquiry. 


Rating: SuBident 


Contact Date OIG Case Number Case Type 

2016-12-14 17-00216W-n Field Inquiry 


Incident Summary 

On December 14,2016, an inmate submitted a con^laint to the OIG alleging an iqipeals coordinator fiiiled to respond to three complaints the inmate submitted and rejected a fourth con^laint the 
inmate submitted against the same t^ipeals coordinator. 


Disposition 

The hiring authority initiated an inquiry and determined the inmate con^laint against the appeals coordinator was previously forwarded to the hiring authority who determined there was no 
misconduct The hiring authority directed that custody staff receive training regarding the timely handling of inmate con^laints against staff. 


OveraU Assessment Rating: Sufiident 

Overall, the department sufficiently addressed the OIG’s field inquiry. 


Contact Date OIG Case Number Case lype 

2017-02-17 17-0021909-FI Field Inquiry 


Incident Summary 

On February 17, 2017, an inmate submitted a conq)laint to the OIG raising concerns for his safety if he were transferred from the administrative segregation unit to the general population, claiming 
the institution did not address his concerns during a classification review. 


Disposition 

The hiring authority determined the inmate’s safety concerns may not have been previously considered and took steps to ensure the information was considered at the inmate’s next classification 
review. 


Overall Assessment 

The department sufficiently addressed the OIG’s field inquiry. 


Rating: Sufficient 
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Contact Date OIG Case Number Case Type 

2017-02-24 17-0022213-n Field Inquiry 


Incident Summary 

On February 24, 2017, an inmate submitted a eon^laint to the OIG alleging that inmate eon^laint forms were not available in the housing unit 


Disposition 

The OIG conducted an unannounced visit to the inmate’s housing unit and found that inmate complaint forms are located on the unit Howcvct the forms arc kept in an ofBce where inmates are not 
permitted. Policy requires con^laint forms to be readily available. In response to the conq^laint, the institution changed its procedures to ensure all innuitc con^laint forms are moved to an area 
readily accessible to inmates in each housing unit 


Overall Assessment Rating: Sufficient 

The department sufficiently addressed the OIG's field inquiry. 


SEMI-ANNUAL REPORT VOLUME II JANUARY-JUNE 2017 
OEFICE OE THE INSPECTOR GENERAL 


Page 140 

STATE OF CALIFORNIA 









North 


Contact Date OIG Case Number Case lype 

2015-03-19 15-0000597-FI Field Inquiry 


Incident Summary 

On March 19,2015, an inmate submitted a eon^laint to the OIG alleging the department falsely identified him as an associate of a securi^ threat groi^. 


Disposition 

The hiring authority conducted an inquiry and determined the department never validated the inmate as an associate of a security threat group. The hiring authority did not identify any staff 
misconduct 


Overall Assessment 

The department sufficiently addressed the OIG’s field inquiry. 


Rating: Sufficient 


Contact Date OIG Case Number Case lype 

201^-25 1^11869-FI Fieldinquiry 


Incident Summary 

On July 25,2016, an inmate submitted a complaint to the OIG allegmg an officer used unreasonable force on him. 


Disposition 

The OIG identified that the department did not acknowledge or act i^n the inmate’s written request to postpone a rules violation hearing, and the hearing officer may not have propeiiy considered 
the inmate's mental health status. The department provided the inmate with an additional rules violation hearing and a mental health assessment The hiring authority did not identify any staff 
misconduct 


OveraU Assessment Rating: Sufficient 

The department sufficiently addressed the OIG’s field inquiry. 


Contact Date OIG Case Number Case lype 

2016-08-23 16-0012023-FI Field Inquiry 


Incident Summary 

On August 23,2016, a lieutenant submitted a con^laint to the OIG alleging another lieutenant was harassing him. 


Disposition 

The hiring authorify took appropriate managerial action to address the lieutenant's concerns. 


OveraU Assessment 

The department sufficiently addressed the OIG's field inquiry. 

Rating: Sufficient 
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Contact Date OIG Case Number Case Type 

2016-08-25 16-0012020-n Field Inquiry 


Incident Summary 

On August 25,2016, a legislative staff member submitted a eon^laiut to the OIG because a ward's mother alleged her son was attacked three times in school, the foeili^ was not addressing 
his safety eoneems, and he was being retaliated against for not attending school by being forced to sit in the bathroom while school was in session. 


Disposition 

Prior to the OIG’s inquiry, the hiring authority conducted an inquiry into the concerns expressed by the ward's mother. The hiring authori^also ended the practice of tenqxMrarily placing wards in the 
bathroom. 


Overall Assessment Rating: Sufficient 

The department sufficiently addressed the OIG's field inquiry. 


Caseiype 

Field Inquiry 


Incident Summary 

On August 26,2016, a foreign consulate submitted a eon^laint to the OIG regarding an inmate’s allegation that officers assaulted him during a use-of-force incident 


Contact Date OIG Case Number 

2016^8-26 16-001202^n 


Disposition 

The institution's executive review committee determined the use of force con^lied with policy. At the OIG's recommendation, the dqwrtment attempted to interview the inmate, but the 
inmate refused. The OIG concurred with the hiring authority's actions. 


OveraU Assessment 

The department sufficiently addressed the OIG’s field inquiry. 


Rating: Sufficient 


Contact Date OIG Case Number Case lype 

2016-09-21 16-0012293-FI Field Inquiry 


Incident Summary 

On September 21,2016, an inmate submitted a con^laint to the OIG alleging the hiring authority fijiled to investigate allegations of sexual misconduct by an officer perpetrated against him and 
other inmates. 


Disposition 

The department provided Prison Rj^e Elimination Act training to the lieutenant, provided locally designated investigation training to all investigative services unit staf^ and made staffing changes. 


OveraU Assessment Rating: Insuffident 

The department failed to sufficiently resolve the matter because the department did not initiate a Prison Riq>e Elimination Act inquiry and con^lete the review in a timely manner. 


Contact Date OIG Case Number Case lype 

2016^28 16-0012294-n Field Inquiry 


Incident Summary 

On September 28,2016, an inmate's mother submitted a complaint to the OIG alleging an officer kicked her son several times in the head after he fell on the floor. 


Disposition 

The hiring authority conducted an inquiry and did not identify any staff misconduct 


OveraU Assessment 

The department sufficiently addressed the OIG's field inquiry. 


Rating: Suffident 
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Caseiype 

Field Inquiry 


Incident Summary 

On October 17,2016, an inmate submitted a con^laint to the OIG alleging the department failed to investigate his allegations of sexual harassment by ofBeers. 


Contact Date OIG Case Number 

2016-10-17 16-0012756-n 


Disposition 

The hiring authority conducted an inquiry regarding the allegations, made a staffing change, and provided locally designated investigator training to the investigative services unit The hiring 
authority did not identify any staff misconduct 


Overall Assessment Rating: Insufficient 

The department did not sufficiently address the matter because the institution delayed referring the matter to the investigative services unit to implement Prison Rape Elimination Act policies and 
procedures. 


Contact Date OIG Case Number Case Type 

2016-12-09 17-0012906-n Field Inquiry 


Incident Summary 

On December 9, 2016, an inmate's mother submitted a complaint to the OIG alleging the department harassed and racially discriminated againat the inmate and imprqperiy placed him in the 
administrative segregation unit after food he threw near a trash can flattered on an officer. 


Disposition 

The OIG identified that an officer, sergeant, lieutenant, and appeals coordinator who participated in processing the rules violation report may have fiiiled to identify that the inmate con^lained of 
unreasonable use of force and rejected the inmate’s ^eals for lack of documentation without elearly identifying missing documents or actions the inmate needed to take to have the appeal 
processed. The OIG also identified that the institution placed the inmate in the administrative segregation unit for a seemingly excessive term after the food flattered on the officer. In response to 
the OIG's field inquiry, the hiring authorify conducted an inquiry and found the lieutenant had identified the inmate's unreasonable usoof-force allegation and conducted a video-recorded interview 
of the inmate. Howeva; the interview was untimely and the documentation not ^ropriately processed. The hiring authorify provided training to the officei; lieutenant, tqipeals coordinator; and a 
ci^)tain. 


OveraU Aggessment Rating: SuHident 

The department sufficiently addressed the OIG’s field inquiry. 


Contact Date OIG Cage Number Cage Type 

2016-12^20 16-0012840-n Field Inquiry 


Incident Summary 

On December 20,2016, an inmate's spouse submitted a complaint to the OIG alleging an officer engaged in a sexual relationship with the inmate. 


Digpogition 

The hiring authorify conducted an inquiry pursuant to the Prison Ripe Elimination Act and determined the allegation was unfounded. 


OveraU Aggeggment 

The department sufficiently addressed the OIG's field inquiry. 

Rating: Suffident 
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Contact Date OIG Case Number Case Type 

2016-li-20 17-0012907-n Field Inquiry 


Incident Summary 

On December 20,2016, an inmate submitted a eon^laint to the OIG alleging officers were bringing contraband into the institution for inmates and allowing inmates to steal finm the si^ly closet 
with the knowledge of psychologists. 

Disposition 

The hiring authority conducted an inquiry and did not identify any staff misconduct 


Overall Assessment 

The department sufficiently addressed the OIG’s field inquiry. 

Rating: Suffident 


Caseiype 

Field Inquiry 


Incident Summary 

On December 21,2016, an inmate submitted a eon^laint to the OIG alleging that inmate eon^Uunt forms were not available in the administrative segregation unit 


Contact Date OIG Case Number 

2016-12-21 17-0013062-FI 


Disposition 

The OIG conducted an unannounced visit to the administrative segregation unit and found that inmate oon^jlaint forms were available on the unit 


OveraU Assessment 

The department sufficiently addressed the OIG’s field inquiry. 


Rating: Sufficient 


Contact Date OIG Case Number Case lype 

2017-01-18 17-0013064-FI Field Inquiry 


Incident Summary 

On January 18,2017, an anonymous individual submitted a con^laint to the OIG alleging a teacher was committing fiaud by taking a leave of absence during the ten-month period in which his 
teaching credential was suspended and that both the warden and education si^>ervisor proved the leave of absence even though th^ were aware the teacher was being suspended for the 
same period. Furthermore, even though the teacher’s credential was suspended, the teacher allegedly continued teaching at the institution. 


Disposition 

The OIG discovered the department hired the teacher even though a prior employer suspended him for improper contact with a student and, at the time of hire with the department, the teacher was 
subject to another pending investigation regarding similar alleged misconduct The department terminated the teacher’s leave of absence, following which the teacher resigned. The department also 
established procedures to ensure it maintains accurate information regarding the status of its teachers’ credentials to prevent hiring individuals without valid credentials and to tqipropriately address 
those teachers whose credentials are suspended after hire. 


Overall Aisisessmeiit Rating: Suffident 

The department sufficiently addressed the OIG's field inquiry. 
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Contact Date OIG Case Number Case Type 

2017-02-23 17-0022217-n Field Inquiry 


Incident Summary 

On February 23, 2017, an attorney submitted a con^laint to the OIG alleging the department was not processing an inmate’s legal mail. 


Disposition 

The hiring authority determined that the department's mail procedure was being followed. 


OveraU Assessment 

The department sufficiently addressed the OIG’s field inquiry. 

Rating: Sufficient 


Contact Date OIG Case Number Case Type 

2017-03-20 17-O02233^FI Field Inquiry 


Incident Summary 

On March 20,2017, an inmate submitted a eorr^laint to the OIG alleging an officer denied inmates access to cleaning sillies ^eh placed the inmates at risk for colds and an influenza outbreak. 


Disposition 

The department verified inmates were provided disinfectant to dean their cells and inmate porters cleaned the building. 


OveraU Assessment Rating: Sufficient 

The department sufficiently addressed the OIGs field inquiry. 
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South 


Contact Date OIG Case Number Case lype 

2015-05-18 17-0022341-n Field Inquiry 


Incident Summary 

On May 18,2015, an inmate submitted a complaint to the OIG alleging two officers were using unnecessary force on inmates, being discourteous, and violating the Prison IUq>e Elimination Act 

Disposition 

The hiring authority conducted an inquiry and found insufficient evidence to siqjport the allegations. 


OveraU Assessment 

The department sufficiently addressed the OIG’s field inquiry. 

Rating: Sufficient 


Contact Date OIG Case Number Case Type 

20HW)5-23 17-0013061-n Field Inquiry 


Incident Summary 

On May 23,2016, an inmate’s mother submitted a eon^Uuntto the OIG alleging offieers ^ed to provide the inmate a receipt for proper^ confiscated during a cell search, officers did not issue a 
rules violation report to the cellmate, and the inmate was denied the right to call witnesses during the rules violation hearing. 


Disposition 

In response to the OIG’s inquiry, the hiring authori^ reviewed the matter and determined the inmate received a receipt for confiscated proper^ in the form of the rules violation report, the inmate 
was allowed to call witnesses to testify, and forensic examination of the mobile phone st^tported the rules violation report against the inmate, not the cellmate. 


OveraU Assessment 

The department sufficiently addressed the OIG’s field inquiry. 


Rating: Sufficient 


Contact Date OIG Case Number Case Type 

2016-06-30 16-0011634-FI Field Inquiry 


Incident Summary 

On June 30,2016, an inmate submitted a complaint to the OIG alleging asubstance abuse counselor brought contraband into the institution, engaged in sexual relations with 

another inmate, threatened to have other inmates kill him if he reported the misconduct, and that the other inmates falsely accused him of making threats, which resulted in his placement in the 

administrative segregation unit 


Disposition 

The hiring authorify conducted an inquiry and did not identify any staff misconduct 


OveraU Assessment Rating: Sufficient 

The department sufficiently addressed the OIG’s field inquiry. 
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OIG Case Number 

16-0012028-n 


Contact Date 

2016-07-20 


Case Type 

Field Inquiry 


Incident Summary 

On July 20,2016, an inmate submitted a conplaintto the OIG alleging an officer worked in the inmate’s housing unit in violation of a staff separation alert and the institution took no action on the 
inmate's complaint against the officer. 

Disposition 

The hiring authorify conducted an inquiry and determined the officer had no contact with the inmate and there was no violation of the sqiarationprotocol. 


OveraU Assessment 

The department suffieiently addressed the OIG's field inquiry. 

Rating: Sufficient 


Contact Date OIG Case Number Case Type 

2016^12 16-0012292-FI Field Inquiry 


Incident Summary 

On September 12, 2016, an advoeacy group submitted a complaint alleging that an inmate suffered serious bodily injury after she was assaulted by another inmate and, therefore, the matter should 
have been referred to the distriet attorney’s office for possible prosecution. 

Disposition 

The investigative services unit investigated the matter and referred the ease to the distriet attorney’s office, whieh declined to proseeute. 


OveraU Assessment 

The department suffieiently addressed the OIG's field inquiry. 

Rating: Sufficient 


Contact Date OIG Case Number Case Type 

2016-11-28 17-0021903-FI Field Inquiry 


Incident Summary 

On November 28, 2016, an inmate submitted a eon^ilaint to the OIG alleging personnel in the inmate jqipeals offiee rejeeted his eon^laints as untimely without eonsidering delays caused by 
d^artmental mail processing andbeeause his eomplaints were against personnel in the inmate tqipeals offiee. 


Disposition 

The institution ehanged its poliey to require notification to the hiring authority before rejeeting appeals as untimely and to require eon^laints about ideals office personnel to be routed to the hiring 
authority for resolution. 


OveraU Assessment Rating: Sufficient 

The department suffieiently addressed the OIG's field inquiry. 


Contact Date OIG Case Number Case Type 

2016-12-21 16-0012848-FI Field Inquiry 


Incident Summary 

On December 21, 2016, an anonymous individual submitted a complaint to the OIG alleging an officer is introducing mobile phones and other contraband into an institution. 


Disposition 

The hiring authority conducted an inquiry and was unable to verify any of the information. 


OveraU Assessment 

The department suffieiently addressed the OIG's field inquiry. 


Rating: Sufficient 
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